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FOREWORD 

by  the  Secretary-General  of  the  United  Nations 


Globalisation  offers  the  human  race  unprecedented  opportunities.  Unfortu¬ 
nately,  it  also  enables  many  anti-social  activities  to  become  "problems  without 
passports."  Among  these  are  drug  abuse,  which  brings  misery  to  millions  of 
families  around  the  world  every  year,  and  drug  trafficking  which  cynically 
promotes  and  exploits  that  misery  for  commercial  gain,  if  the  international 
community  isto  deserve  itsname,  it  must  respond  to  this  challenge. 

Happily,  itisbeginningto  do  so.  For  decades  we  heard  only  reportsof  dramatic 
increases  in  drug  production,  drug  trafficking  and  drug  abuse.  Such  problems 
do  not  disappear  overnight,  but  some  of  these  trends  are  now  changing,  and 
even  being  reversed.  Thanks  to  international  cooperation,  illicit  production 
and  manufacture  of  drugs  like  cocaine  and  heroin  has  stabilised,  and  in  some 
cases  declined.  I  n  some  of  the  world's  main  markets,  illicit  drug  consumption  is 
now  declining,  too. 

No  less  encouraging  have  been  recent  demonstrations  of  concerted  political 
will.  In  1998  the  U  nited  Nations  General  Assemblyheld  a  Special  Session  on 
drugs,  and  established  targets  and  deadlines  to  substantially  reduce  the  world's 
drug  problem  by  the  year  2008.  This  year  world  leaders  -  gathered  in  larger 
numbers  than  ever  before,  at  the  Millennium  Summit  -  have  resolved  to 
redouble  their  efforts  to  implement  that  commitment.  Clearly,  they  share  the 
belief  that  there  are  solutions  to  this  global  problem,  if  we  all  work  together 
towards  shared  goals.  We  may  be  at  a  historic  turning  point. 

The  World  Drug  Report  offers,  as  its  name  implies,  a  global  overview  of  the  drug 
issue.  It  contains  information  from  many  sources,  which  should  help  not  only 
policy  makers  and  scholars,  but  also  the  general  public,  to  measure  progress 
towards  the  ambitious  goals  that  the  General  Assembly  has  set.  This  information 
suggests  that,  provided  we  do  redouble  our  efforts,  and  do  not  relax  our  vigilance, 
we  may  at  last  be  on  our  way  to  a  world  in  which  people  can  live  their  lives  free 
from  drug  abuse,  from  drug  trafficking,  and  from  related  crime  and  violence. 


Kofi  A.  Annan 

SECRETARY-GENERAL  OF  THE  UNITED  NATIONS 
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The  time  has  come  to  change 

the  Way  We  think  about  drugs.  We  must  end  the  psychology  of 
despair  that  has  gripped  the  minds  of  a  generation  and  would  have  us  believe 
that  nothing  can  be  done  to  roll  back,  let  alone  stop,  the  consumption  of  drugs. 
Instead,  we  should  focus  on  a  pragmatic,  integrated,  long-term  approach  to 
addressing  both  supply  and  demand  side  issues.  Through  clear  and  concerted 
action  we  can  indeed  realize  the  twin  objectives  of  substantially  reducing  the 
non-medical  demand  for  drugs  within  eight  years,  and  the  eradication  of  coca 
and  opium  poppy  production. 

There  are  those  who  will  scoff  at  such  a  view.  Who  argue  that  the  tidal  flow  of 
addictive  drugs  is  unstoppable  and  irreversible.  Who  believe  that  states  and 
institutions  are  weak  and  will  capitulate  in  the  face  of  the  organized  criminal 
networks  that  are  responsible  for  the  production,  trafficking  and  distribution 
of  cocaine  and  heroin.  Who  can  offer  no  way  forward  other  than  policy  capit¬ 
ulation.  Those  unable  to  break  out  of  this  negative  mindset  should  begin 
by  considering  a  raft  of  recent  and  decidedly  positive  developments  on  the 
drugs  front: 

•  Pakistan  is  virtually  poppy  free  in  the  year  2000,  production  having  all  but 
been  eradicated  following  the  implementation  of  a  15-year  programme. 

•  Bolivia  has  reduced  the  area  under  illicit  coca  cultivation  by  78%  in  just 
three  years,  in  line  with  its 'Dignity  Plan',  launched  in  1997. 

•  Coca  production  in  Peru,  which  rose  steeply  in  the  1980s,  has  declined 
equally  precipitously  since  1992,  with  a  50%  reduction  in  the  supply  of 
cocaine  to  the  world  market. 

•  Opium  cultivation  in  Laos,  the  world's  third  largest  producer,  was  cut  by 
30%  over  the  last  eighteen  months,  following  an  agreement  between  the 
President  and  myself. 

•  I  n  Vietnam,  cultivation  of  opium  poppy  was  reduced  by  90%  in  the  1990s. 

•  Opium  poppy  production  in  Thailand  has  fallen  following  the  strong  lead 
given  by  the  country's  king,  with  the  support  of  local  institutions  and  the 
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international  community  through  the  United  Nations  International  Drug 
Control  Programme  (U  NDCP),  a  part  of  0  DCCP. 

•  The  global  area  under  opium  poppy  cultivation  is  at  its  lowest  level  since 
1988,  some  17%  smaller  in  1999  than  1990;  similarly,  the  area  under  coca  cul¬ 
tivation  is  at  its  lowest  level  since  1987,  about  14%  less  in  1999  than  in  1990. 

•  The  profile  of  illegal  drugs  in  the  economiesof  the  main  producing  coun¬ 
tries  has  posted  a  decisive  trend  of  decline.  Even  in  countries  where  pro¬ 
duction  levels  have  remained  stubbornly  high,  the  share  of  GDP  has  been 
falling,  with  drugs  contributing  some  2.5%  of  Colombia'seconomic  output, 
down  from  a  mid-1980s  high  of  around  7%. 

•  During  the  1990s  consumption  trends  of  the  main  problem  drugs  in  the 
developed  countries  have  been  stable  or  declining;  the  abuse  of  cocaine  fell 
in  North  America  as  compared  to  a  decade  earlier  and  heroin  abuse  was 
stable  in  Western  Europe. 

This  good  news  belies  the  perception  that  the  drugs  problem  can  only  get 
worse.  It  is  no  aberration.  We  need  to  remind  ourselves  that  the  history  of 
addictive  drugs  is  not  one  of  a  steady  and  inexorable  deterioration.  Rather,  the 
past  shows  us  fluctuating  trends.  Things  can  get  worse,  but  they  can  also 
improve.  For  example,  consider  China,  one  of  the  states  where  comprehensive 
narcotics  control  strategies  were  first  forged  and  implemented.  China,  for  so 
long  synonymous  with  the  production  and  consumption  of  opium,  succeeded 
in  eradicating  opium  between  1949  and  1954,  together  with  the  organized 
crime,  gambling  and  prostitution  that  was  so  much  a  feature  of  its  recent  past. 
We  should  remind  ourselves  that  at  the  height  of  the  problem  China  had  about 
20  million  opium  addicts,  which  is  more  than  the  approximately  14  million 
people  worldwide  addicted  to  opiates  today. 

The  successful  anti-opium  drive  in  China  was  facilitated  by  attempts  by  the 
neighbouring  state  of  India  to  control  its  opium  production.  Having  com¬ 
menced  its  strategy  of  control  in  the  late  1940s,  after  10  years,  Delhi  had 
brought  the  opium  sector  completely  under  control.  Since  then  India  has 
joined  Australia  as  one  of  the  world's  leading  licit  exporters  of  opiates,  with  the 
poppy  crop  being  used  to  supply  much  of  the  world's  health  needs  for  mor¬ 
phine.  Turkey  isa  second  countrythat,  like  India,  hasreduced  and  strictly  con¬ 
trol  led  its  output  of  opium  since  it  switched  from  opium  production  as  such, 
to  the  production  of  poppy  straw  in  the  early  1970s.  Given  the  international  drug 
control  system  in  place  and  its  improvements  over  the  years,  diversions  from 
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licit  production  to  illicit  channels  have  been  significantly  reduced,  so  that  they 
nowplayonlya  marginal  role  in  the  supply  of  the  world's  i  llegal  drug  markets. 

The  deterioration  in  the  availability  and  consumption  of  drugs  such  asheroin 
or  cocaine,  is  a  more  recent  phenomenon,  traceable  to  the  late  1960s/  early 
1970s.  Even  over  the  last  three  decades,  however,  the  story  has  been  far  from 
uniformly  negative.  While  consumption  of  heroin  in  Western  Europe  increased 
in  the  1970s  and  again  in  the  late  1980s,  it  stabilized  in  the  1990s  Public  health 
campaigns  that  warn  about  the  dangers  of  drugs  are  beginning  to  have  the 
same  successes  that  those  that  identified  the  dangers  posed  by  alcohol  and 
cigarettes  have  already  had.  In  the  USA  too,  we  have  experienced  positive  trends. 
Demand  for  cocaine,  asmeasured  in  national  surveys  on  drug  abuse,  was  some 
70%  lower  in  1999  than  in  1985. 


THE  PSYCHOLOGY  OF  DISEMPOWERMENT 

If  our  experiences,  both  recentand  distant,  arefarfrom  being  exclusively  neg¬ 
ative,  then  why  is  it  that  the  conventional  wisdom  prevails  that  the  spread  of 
drugs  cannot  be  faced  down?  After  all,  during  the  1990s  the  world  has 
responded  with  energy,  purpose  and  determination  to  a  host  of  global  chal¬ 
lenges  of  towering  proportions,  from  environmental  degradation,  through 
world  poverty  to  the  spread  of  H  IV.  Surely,  none  of  these  are  easier  to  beat 
than  the  threat  from  drugs. 

I  believe  that  thereare  three  reasons  why  such  a  psychology  of  d  isem  power  men  t 
has  taken  hold  regarding  drugs,  especiallyamong  parts  of  the  media  in  Europe. 
But  these  reasons,  though  understandable  in  the  past,  no  longer  apply. 

First,  it  is  a  reflection  of  the  accumulated  demoralization  and  frustration  that 
has  grown  up,  flowing  from  the  experiences  of  the  1970s  and  1980s  and  the 
expansion  in  the  availability  and  consumption  of  drugs.  Concentrating  on  the 
trends  of  the  1990s,  and  hopefully  into  the  future,  should  help  usto  escape  this 
negative  mindset. 


Second,  it  is  a  function  of  the  tendency  to  exaggerate  the  figures  when  dis¬ 
cussing  the  issue  of  illegal  drugs  The  difficulty  of  generating  solid  and  reliable 
statistics  in  a  field  dominated  by  illegality  and  marginality  has  meant  that  the 
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temptation  to  embellish  figures  in  order  to  capture  head  lines  has  often  proved 
irresistible.  In  thisregard  we  need  to  see  a  disinflation  of  thefigures,  combined 
with  a  more  rigorousand  determined  approach  to  estimating  the  magnitude  of 
these  problems.  After  all,  we  need  to  remember  that  only  about  10%  of  the 
countries  of  the  world  have  a  reliable  system  in  place  for  the  collection  of  data 
relating  to  illegal  drugs.  There  istherefore  much  room  for  improvement. 

Third,  it  has  been  a  product  of  the  limited  ability  of  the  international  com¬ 
munity  to  forge  effective  cooperative  strategies.  For  so  long  in  the  past, 
attempts  to  build  international  cooperative  regimes  foundered  on  the  per¬ 
ception  that  countries  were  strictly  differentiated  into  production,  transit  and 
consumption  states.  Moreover,  cooperative  ventures  were  paralysed  for 
decades  by  an  East-West  and  a  North-South  cleavage,  especially  within  the 
United  Nations  body.  Formal  accords  were  routinely  signed,  but  in  practical 
terms  action  was  limited,  especially  on  the  operational  side. 

The  end  of  the  Cold  War  and  the  emergence  of  real  processes  for  peace  in  a 
number  of  hitherto  insoluble  conflicts  have  softened  these  tensions  within  the 
international  system,  making  cooperation  a  more  practical  enterprise.  Who,  for 
example,  could  have  envisaged  UN  DCP  galvanizing  a  subregional  drug  control 
cooperation  programme  involving  Egypt,  Israel,  Jordan  and  the  Palestinian 
Authority,  as  occurred  in  February  1999,  or  India  and  Pakistan  cooperating  on 
drug  control  matters,  under  the  auspices  of  UN  DCP,  as  they  have  done  in  the 
late  1990s. 

Furthermore,  this  apparently  neat  division  among  producer,  transit  and  con¬ 
sumer  states  has  clearly  broken  down  since  the  late  1980s.  Over  the  last  decade 
we  have  witnessed  an  increasing  globalization  of  drugs  markets,  which  has 
enveloped  parts  of  the  developing  world,  especially  with  regard  to  heroin  and 
cocaine.  At  least  134  countries  and  territories  were  faced  with  a  drug  abuse 
problem  in  the  1990s.  Three  quarters  of  all  countries  report  abuse  of  heroin 
and  two  thirds  abuse  of  cocaine.  Authorities  in  Pakistan  estimate  that  there 
could  be  some  1.5  million  heroin  ad  diets  whereas  in  theearly  1980s  there  were 
only  a  few.  There  are  believed  to  be  half  a  million  heroin  addicts  in  I  ran.  These 
figures  increasingly  mirror  and  even  outstrip  the  so-called  consumer  countries 
in  per  capita  terms.  In  the  whole  of  Western  Europe,  there  are  some  1.2  mil¬ 
lion  heroin  addicts  and  about  one  million  are  found  in  the  U  SA.  Similarly,  a 
number  of  Latin  American  countries  -  both  coca  producing  countries  and 
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neighbouring  ones  -  are  already  faced  with  cocaine  abuse  problems  that  are 
at  levels  similar  to  Western  Europe.  Furthermore,  developing  countries  have 
begun  to  be  invaded  by  flows  of  synthetic  drugs  -  notably  of  so-called  Ecstasy- 
type  drugs  (M  DMA,  M  DA  MDME  etc.)  -  produced  in  developed  areas. 
Through  these  appalling  developments,  states  across  the  globe  have  at  least 
started  showing  more  readiness  to  cooperate  with  one  another  against  the 
scourge  of  drugs. 


AN  INFRASTRUCTURE  FOR  ACTION 

It  is  against  this  backdrop  of  a  new  cooperative  order  that  international 
society  has  set  about  forging  an  infrastructure  for  action  over  the  last  three 
years.  A  key  point  of  departure  was  the  Special  Session  on  the  international 
drug  problem  of  the  U  nited  Nations  General  Assembly,  which  took  place  on 
8-10  June  1998,  and  in  the  holding  of  which  Mexico  played  a  pivotal  role.  In 
all,  185  states  signed  up  to  the  declaration  of  thesession,  meaning  that  for  the 
first  time  a  response  to  the  world  drug  problem  was  owned  by  virtually  the 
entire  global  community.  As  I  said  in  my  closing  remarks  to  the  session,  ‘our 
meeting  marks  the  start  of  a  new  chapter  in  global  drug  control.  We  have  sent 
the  world  a  message  of  hope  this  week'.  In  the  two  years  that  have  elapsed 
since  the  meeting  in  New  York  I  have  had  no  reason  to  change  or  re-evaluate 
my  conclusions. 

While  many  good  things  sprang  from  the  New  York  meeting,  the  most  impor¬ 
tant  outcome  was  the  three  objectives  we  set  for  ourselves,  together  with  the 
clear  but  realistic  target  dates  attached  to  them.  The  three  significant  objec¬ 
tives  adopted  at  the  session  were: 

•  All  participants  agreed  to  develop  national  strategieson  illegal  drugs,  to  be 
put  in  place  by  2003; 

•  All  participants  agreed  to  work  for  'significant  and  measurable  results'  in 
reducing  illegal  drugs  consumption  by  2008,  with  a  50%  reduction  infor¬ 
mally  taken  as  an  indicative  target; 

•  States  where  illegal  production  has  taken  place  committed  themselves  to  a 
total  elimination  of  production,  also  by  2008.  Alternative  development  was 
acknowledged  as  the  only  long-term  solution  to  the  problem  of  illicit  nar¬ 
cotic  cultivation. 
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The  impact  of  the  Special  Session  on  Latin  American  states  in  particular  was 
tremendous.  Countries  like  Bolivia,  Colombia  and  Peru,  that  have  been  ravaged 
by  the  effects  of  illegal  drugs  over  the  last  three  decades,  could  at  last  see  that 
their  national  efforts  were  part  of  a  global  strategy.  This  gave  a  major  boost  to 
the  morale  of  those  engaged  in  the  struggle  against  drugs  in  those  countries,  as 
well  as  softening  some  of  the  hemispheric  tensions  that  had  built  up  out  of  frus¬ 
tration  at  the  persistence  of  drug  production  and  trafficking  in  the  continent. 
For  states  I  ike  Bolivia  and  Peru,  that  have  resolutely  committed  themselves  to  the 
total  eradication  of  coca  production,  the  Special  Session  represented  an  occa¬ 
sion  for  recognition  and  for  enhanced  prestige,  the  international  standing  of 
these  two  Andean  states  having  further  grown  with  their  achievements  during 
the  two  years  since  the  session.  Furthermore,  the  general  recognition  of  the 
efforts  of  La  Paz  and  Lima  has,  in  turn,  increased  the  expectation  and  proba¬ 
bility  of  economic  benefits  flowing  from  an  end  to  coca  cultivation,  such  as  an 
eventual  inflow  of  foreign  direct  investment.  Thus  economic  incentives  for  the 
eradication  of  domestic  production  have  continued  to  increase. 

The  momentum  built  up  at  the  Special  Session  has  been  maintained  and  enhanced 
through  further  activity  at  theheart  of  theUnited  Nations.  In  April  2000,  for  exam¬ 
ple,  I  was  invited  to  brief  the  U  nited  Nations  Security  Council  on  the  drugs  situa¬ 
tion  in  Afghanistan,  the  first  time  that  narcotics  has  featured  on  the  Council's 
agenda  and  evidence  of  the  tangible  way  in  which  the  world  now  sees  drugs  as  a 
major  security  threat  to  all.  The  subsequent  statement  by  the  President  of  the  Secu¬ 
rity  Council  placed  the  international  spotlight  on  the  production  and  trafficking 
of  Afghan  narcotics  and  its  consequences  for  the  continuation  of  the  conflict  in 
that  country 


BIG  CHALLENGE,  BIG  RESPONSE 

Mention  of  Afghanistan  of  course  reminds  us  that  not  all  states  have  been  as  suc¬ 
cessful  as  Bolivia  and  Peru  in  combating  drugs  production  over  the  last  few  years, 
even  though  progress  was  reported  in  2000.  As  illicit  opium  production  has  been 
eliminated  in  several  countries,  so  it  has  become  increasingly  concentrated  in 
Afghanistan  and,  to  a  lesser  extent,  Myanmar.  U  NDCP's  estimate,  based  on  our 
annual  opium  poppy  survey  in  Afghanistan,  the  world's  largest  producer  of  illegal 
opium,  showed  that  approximately  91,000  hectares  of  opium  poppy  were  culti¬ 
vated  in  the  country  in  1999,  an  increase  of  more  than  40%  on  the  previous  year. 
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In  2000  cultivation  declined  by  some  10%  to  82,000  hectares  However,  we  also 
note  that  the  area  under  cultivation  remains  almost  30%  higher  than  in  1998.  A 
stronger  fall  was  recorded  in  the  opium  output  in  2000  from  the  1999  record  high 
of  4,565  tonnes.  Some  of  thedecline  wasdueto  eradication  and  alternative  devel¬ 
opment  efforts  in  the  limited  areas  where  U  NDCP  ran  its  project  activities;  most 
of  the  decline,  however,  had  simply  to  do  with  unfavourable  weather  conditions - 
on  which  one  cannot  count  in  the  future.  Opium  production  in  2000  remained 
22%  above  the  1998  levels.  Though  obviously  such  magnitudes  of  harvests  con¬ 
tinue  to  be  of  great  concern,  one  should  again  resist  the  counsel  of  despair.  One 
must  remember  that  even  in  1999,  the  year  of  the  record  harvest  in  Afghanistan, 
onlyl.1%  of  arableland  in  Afghanistan  wasgiven  over  to  opium  poppy  cultivation. 
The  total  value  of  the  Afghan  opium  crop  has  been  only  around  US$  200  million 
a  year,  and  slightly  I  ess  than  U  5$  100  million  at  harvest  time  in  2000  (reflecting  low 
pricesdueto  large  stocks  built-up  in  1999),  which  shows  a  potential  for  successful 
alternative  development  work  once  political  conditions  are  conducive  to  do  so. 
Moreover,  results  for  2000-  though  far  from  satisfactory  -  show  at  least  that  even 
in  Afghanistan  opium  production  can  go  down. 

ClearlyAfghanistan  remainsthe  challenge  for  the  global  community  in  terms 
of  curtailing  opium  production  and  hence  the  availability  of  heroin.  Rising  to 
this  challenge  will  not  be  easy.  We  know  too  little  about  such  basic  building 
blocks  as  social  and  tribal  structures  in  Afghanistan,  the  product  of  years  of 
neglect  and  inaccessibility.  Moreover,  we  also  know  little  about  the  political 
structures  of  the  country,  the  Taliban  movement  being  one  that  rose  without 
trace  to  take  over  some  90%  of  the  territory  of  the  country  between  1995  and 
1998.  Since  then  the  introspection  of  the  Taliban  and  international  concerns 
about  issues  of  human  and  women's  rights  inside  the  country  and  the  har¬ 
bouring  of  suspected  terrorists  have  greatly  restricted  interaction  and  hence 
the  fostering  of  mutual  understanding  with  Kabul.  Most  importantly  perhaps 
the  trauma,  brutalization  and  displacement  experienced  by  much  of  the  pop¬ 
ulation  of  the  country  over  more  than  two  decades  have  made  it  doubly  diffi¬ 
cult  to  predict  developments  in  the  country. 

In  Afghanistan  a  big  challenge  has  required  a  big  response.  We  have  risen  to 
that  challenge  by  developing  a  Regional  Action  Plan  for  Afghanistan.  Thishas 
been  designed  to  build  a  coalition  of  countrieson  the  border  with  Afghanistan. 
The  aim  of  this  coalition  isto  achieve  an  integrated  strategy  capable  of  deliv¬ 
ering  a  reduction  in  opium  production  and  trafficking  from  Afghanistan,  while 
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ensuring  that  these  activities  are  not  simply  displaced  to  other  adjacent  areas. 

In  short,  the  plan  is  really  about  eliminating  opium  completely  from  the  region, 

rather  than  just  from  Afghanistan.  The  plan  has  a  number  of  key  components: 

•  Prevent  trafficking.  Owing  to  the  problem  of  access  to,  and  understanding 
of  the  particular  case  of  Afghanistan,  together  with  the  inevitably  long  lead 
time  involved  in  replacing  opium  cultivation  inside  the  country,  the  first 
component  of  the  plan  has  been  to  try  to  stop  the  drugs  getting  out.  To  this 
end,  we  have  set  about  creating  a  security  belt  around  Afghanistan  which 
would  ring  fence  the  areas  of  opium  cultivation  in  the  south  of  the  coun¬ 
try,  but  also  in  parts  of  the  north,  which  are  controlled  by  the  Afghan 
opposition,  the  Northern  Alliance,  and  elsewhere. 

•  Consolidate  national  institutions.  M  any  of  the  states  of  the  region  are  either 
newly  emerged,  such  as  Kyrgyzstan  and  Tajikistan,  or  have  struggled  to  rise  to 
important  challenges  of  development  and  identity.  The  United  NationsSecu- 
rity  Council  meeting  on  Afghan  drugs  ended  by  urging  Member  States  to 
increase  their  support  for  efforts  aimed  at  strengthening  the  drug  control 
capacitiesof  states  bordering  Afghanistan.  UNDCP  hasplayed  its  part  bywork¬ 
ing  closely  with  the  Government  of  Tajikistan  in  particular,  in  order  to  establish 
a  drug  control  agency  capable  of  collecting  accurate  information,  fighting  orga¬ 
nized  crime  and  closing  theTajik  bottleneck  for  drugs  trafficking  to  the  north. 
Thisenabled  authorities  in  Tajikistan  to  increase  heroin  seizuresover  thejan- 
uary-July  2000  period  by  450%  to  789  kg,  which  is  more  than  half  the  amount 
of  heroin  seized  in  the  U  SA  during  all  of  1998,  and  more  than  heroin  seizures 
in  Germany,  Italy  or  Spain  in  1998.  The  success  was  also  made  possible  by  the 
ongoing  cooperation  between  the  new  agency  and  the  Russian  border  guards 
along  the  frontier  with  Afghanistan.  We  feel  that  bolstering  the  Tajik  effort  is 
particularly  i  mportant,  because  of  the  stockpili  ng  of  opium,  morph  ine  base  and 
heroin,  which  we  believe  istaking  place  on  the  Afghan -Tajik  border.  Failure  to 
take  preventive  measures  to  day  will  prove  potentially  very  costly  in  the  future. 

•  Prevent  displacement.  0  pium  eradication  isa  big  challenge,  but  it  isclearly  not 
the  end  of  the  story.  A  responsible  supply  side  strategy  simply  cannot  afford  to 
disengage  as  soon  asa  country  like  Pakistan  isdeclared  to  be  poppy  free.  Only 
through  careful  monitoring,  and  a  continuing  commitment  to  alternative  devel¬ 
opment  strategies,  can  theabsence  of  opium  production  be  consolidated.  Our 
commitment  therefore  needs  to  be  a  long  term  one.  In  partnership  with  the 
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European  Space  Agency,  we  arecurrentlyconstructing  a  special  programme  for 
the  monitoring  of  actual  and  potential  areas  of  illicit  cultivation  worldwide. 

•  Support  country  efforts.  Someof  the  countries  bordering  Afghanistan  already 
have  a  proven  track  record  of  combating  drugs  trafficking.  No  country  has  a 
more  exemplary  record  in  this  regard  than  Iran.  The  authorities  in  Tehran 
stamped  out  the  domestic  production  of  illicit  opium  after  1979.  More 
recently  they  have  acted  with  vigorous  political  will  in  trying  to  stem  the  cross 
border  trade  in  opium,  which  has  fuelled  their  spiralling  rates  of  domestic 
heroin  addiction,  much  of  which  then  continues  westwards  through  Turkey 
and  into  Western  Europe.  I  ran's  share  in  global  seizures  of  heroin  and  mor¬ 
phine  has  risen  from  9%  in  1987/  88  to  42%  in  1997/  98.  Maintaining  such  a 
valuable  commitment  has  proved  to  be  extremely  costly  for  I  ran,  especially 
as  2,600  members  of  the  security  forces  have  been  killed  in  anti-drug  opera¬ 
tions.  With  the  cross  border  smugglers  highly  mobile  and  well  equipped,  the 
Iranian  side  has  often  found  itself  outgunned.  UN  DCP  has  looked  for  prac¬ 
tical  waysin  which  it  can  supportTehran  in  this  dangerous  task.  With  thisin 
mind,  a  projectto  facilitate  technical  cooperation  on  both  demand  reduction 
and  border  control  has  been  designed. 

•  Implement  alternative  development.  This  is  a  central  pillar  of  our  aim  of 
phasing  out  poppy  cultivation  in  Afghanistan  over  the  next  five  years.  It 
should  be  emphasized  that  alternative  development  is  not  the  same  as  crop 
substitution.  Finding  replacement  crops  for  opium  farmers  to  grow  can 
indeed  be  an  important  component  of  alternative  development,  but  it  is 
unlikely  alone  to  result  in  the  cessation  of  poppy  growing.  For  alternative 
development  to  have  a  chance  of  being  successful  it  needsto  be  much  more 
holistic,  spanning  such  areas  as  the  provision  of  education  and  health  facili¬ 
ties,  and  work  outside  the  agricultural  sector.  A  four-year  UN  DCP  alternative 
development  project  in  Qandahar  and  Nangarhar  provinces  has  helped  to 
pinpoint  important  areas  of  need  in  the  future.  These  include: 

-  the  need  to  focus  on  itinerant  harvesters  in  addition  to  farmers,  both 
because  of  the  importance  of  such  cheap  labour  in  the  continuousweed- 
ing  and  harvesting  of  the  crop,  and  the  role  of  such  casual  labour  in  the 
spread  of  opium  poppy  cultivation.  A  programme  of  job  creation  might 
prove  important  in  raising  the  price  of  labour  and  hence  eroding  the 
margins  of  opium  cultivation. 
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-  the  need  to  address  the  problem  of  access  to  markets  for  farmers  in 
Afghanistan,  where  it  is  estimated  that  nearly  60%  of  the  road  network  has 
been  eliminated  asa  result  of  the  domestic  conflict.  I  n  theabsence  of  good 
market  access,  the  willingness  of  middlemen  to  buy  opium  poppies  at  the 
farm  gate  represents  a  major  incentive  for  farmers  to  cultivate  the  opium 
poppy  crop. 

-  the  need  to  address  the  problem  of  the  lack  of  rural  credit  in  Afghanistan, 
a  problem  that  has  got  worse  with  the  normative  strictures  against  inter¬ 
est  adopted  over  the  past  decade.  Again  the  absence  of  cheap  and  both 
easily  and  widely  available  rural  credit  leaves  the  way  open  for  middle¬ 
men,  who  will  provide  their  own  credit,  conditional  on  the  cultivation  of 
opium,  rather  than  the  poppy's  main  crop  alternative,  wheat. 

Though  such  an  integrated,  regional  approach  is  of  vital  importance,  the  col¬ 
laboration  and  cooperation  that  underlies  it  must  extend  beyond  the  specifics 
of  the  Regional  Action  Plan.  Such  a  philosophy  is  being  extended  to  levels  of 
multinational,  interstate  and  civil  societal  cooperation,  in  all  of  which  UNDCP  is 
involved.  Examples  of  such  cooperation  are  already  multiplying.  We  are,  for 
instance,  cooperating  fully  with  the  6  +2  (border  countries,  plus  Russia  and  the 
US)  initiative  on  Afghanistan,  to  ensure  that  the  issue  of  drugs  is  integrated  into 
the  diplomatic  and  mediation  activities  of  that  group.  We  are  in  close  contact 
with  subregional  organizations  like  the  Economic  Cooperation  Organization 
(ECO)  on  border  control  and  illicit  crop  reduction  strategies.  We  are  also  in  the 
earlystagesof  'common  programming'  with  other  U  nited  Nationsagenciesand 
non-governmental  organizations  ( NGOs)  active  in  areas  where  opium  produc¬ 
tion  is  particularly  acute,  with  the  province  of  H  elmand,  the  centre  of  almost  half 
of  the  poppy  cultivation  in  Afghanistan  in  both  1999  and  2000,  atop  priority  area. 
We  believe  that  such  careful,  concerted  and  integrated  approaches  best  expedite 
the  aggregation  of  the  efforts  of  us  all  in  combating  illegal  drugs.  They  also  pro¬ 
vide  a  paradigmatic  approach  for  supply-side  responses  elsewhere  in  the  world. 


HUMAN  SECURITY 

In  the  same  way  that  there  is  a  need  for  institutions  working  at  different  levels 
to  cooperate  together,  we  cannot  afford  not  to  locate  the  issue  of  illegal  drugs 
in  itsbroader  context  of  failed,  or  failing  states  and  human  security.  It  isafter 
all  no  coincidence  that  as  the  geographical  orientation  of  plant-based  drug 
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production  contracts,  it  increasingly  focuses  either  on  the  territory  of  failed 
states  or  geographically  marginalized  states.  What  one  has  to  realize  in  this  sit¬ 
uation  is  not  that  such  countries  are  somehow  intrinsically  wedded  to  the  pro¬ 
duction  of  illegal  drugs,  but  that  drugs  production  has  become  a  symptom  of 
wider  structural  problems.  It  isfrom  such  areas,  which  display  multiple  associ¬ 
ated  problems  that  drugs  have  become  most  difficult  to  eradicate. 

Failed  or  failing  states  refers  to  entities  whose  institutions  are  so  weak  or  col¬ 
lapsed  that  they  are  unable  to  provide  the  most  basic  activities  of  states,  namely 
non-partisan  internal  regulation  (the  rule  of  law)  and  external  security.  Often 
associated  with  such  weakness  is  what  one  might  call  a  moral  shortfall,  whereby 
states  are  regarded  as  unable  or  unwilling  to  act  on  behalf  of  their  whole  pop¬ 
ulation.  Such  problems  of  state  legitimacy  are  often  the  product  of  internal  dis¬ 
putes  about  the  nature,  identity  and  orientation  of  the  state.  In  the  absence  of 
strong  and  well-established  political  institutions,  these  disputes  can  easily 
degenerate  into  domestic  conflict.  It  is  indeed  salutary  that  of  an  estimated  250 
high  and  low  intensity  political  conflicts  afflicting  the  globe  today,  fewer  than 
30  involve  old-style  conventional  inter-state  conflicts.  It  has  indeed  been 
observed  that  the  problem  of  war  in  international  politics  has  been  reduced 
primarily  to  the  problem  of  state  maintenance  and  state  failures. 

The  emergence  of  failed  or  failing  states  also  presents  enhanced  opportunities  for 
organized  criminal  groupings.  Against  a  backdrop  of  growing  criminalization,  the 
corruption  of  state  institutions  will  tend  to  emerge,  and  the  rule  of  law  will  be 
increasingly  impaired.  Once  established,  these  criminal  groupsthen  have  a  strong 
vested  interest  in  making  sure  that  strong,  effective  and  legitimate  states  are  not 
rebuilt.  Such  criminal  organizations  are  much  less  likely  to  be  concerned  about 
the  basic  human  rights  of  thepopulation  than  states  them  selves,  which  areat  least 
subject  to  international  treatyobligations,  and  can  be  made  subject  to  thescrutiny 
of  international  organizations.  Once  states  have  collapsed,  their  reconstruction  is 
inevitably  a  long,  difficult  and  costly  process,  in  terms  of  both  institution  building 
and  instilling  mutual  trust  among  formerly  warring  communities. 

Such  facets  of  failed  states  are  discernible  in  the  decisions  that  individuals  and 
groups  make  in  drug-producing  countries.  At  the  individual  and  sectoral  level, 
the  cultivation  of  opium  poppies  in  Afghanistan  is  the  product  of  individual 
farmers  seeking  low  risk  meansof  ensuring  survival  in  a  high  risk  environment. 
In  this  context,  the  experience  of  Afghan  society  of  protracted  conflict, 
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displacement,  thethreatfrom  lethal  weaponsand  regime  instability areall  mate¬ 
rial  in  an  individual's  decision  to  plant  opium  poppies.  On  a  wider,  political 
level,  drugs  production,  or  at  least  the  'tax'  that  is  extracted  from  the  produc- 
ersand  traffickers  of  drugs  by  local  warlords,  regionally  based  insurgent  groups, 
such  as  the  Revolutionary  Armed  Forces  of  Colombia  (FARC),  and  others,  isa 
means  by  which  to  generate  a  level  of  income  necessary  to  sustain  the  activities 
of  such  groups  and  factions.  In  both  cases,  the  poppy  or  coca  production 
becomes  an  instrument  of  wider  activities  and  objectives.  One  has  to  understand 
that  in  this  way  drugsproduction  and  trafficking  often  playsa  role  analogousto 
other  similarly  situated  commodities,  such  as,  most  topically,  the  sale  and  traf¬ 
ficking  of  diamonds  in  the  civil  conflicts  in  Angola  and  Sierra  Leone. 

In  order  to  combat  the  specific  problem  of  drugs,  one  therefore  has  to  be  mind¬ 
ful  of  and  active  towardsthe  overall  context  of  poverty  and  displacement,  inter¬ 
nal  strife  and  armed  political  conflict  against  which  it  takes  place.  The  reality  has 
to  be  acknowledged  that  the  reduction  and  eradication  of  drugsproduction  has 
to  be  accompanied  by  a  range  of  other  measures.  These  must  include  poverty 
reduction,  the  exploratory  activities  of  two-track  diplomacy,  conflict  resolution 
and  mediation  and,  when  circumstances  eventually  allow,  institution  building. 


CONFRONTING  UNCIVIL  SOCIETY 

Of  course,  it  has  to  be  appreciated  that  the  related  notion  of  human  security 
is  one  that  covers  but  also  extends  beyond  that  of  civil  conflicts.  As  far  as  the 
United  Nations  Office  in  Vienna  is  concerned,  human  security  has  to  do  with 
the  physical  insecurity  of  the  individual  caused  by  criminal  and  political  vio¬ 
lence,  and,  once  removed,  the  deterioration  in  the  quality  of  health  resulting 
from  the  impact  of  illicit  drugs.  In  the  absence  of  proximate  external  threats 
to  borders  and  states  it  is  threats  from  within  to  the  public  space  to  which  we 
areall  most  at  risk.  The  preservation  and  expansion  of  human  security  involves 
defending  society  from  such  diverse  threats  as  criminals,  terrorists,  street 
gangs,  drugs  dealers,  arms  smugglers,  kidnappers,  hostage  takers,  armed  rob¬ 
bers  and  others  endangering  the  well-being  of  our  citizens. 
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Increasingly,  international  public  opinion  is  demanding  action  on  such  mat¬ 
ters.  U  nless  all  sources  of  profits  of  criminal  organizations  are  attacked,  it  will 
be  extremely  difficult  to  dismantle  such  organizations.  Similar  considerations 


in  the  field  of  drug  control  led  to  the  expansion  of  the  scope  of  international 
control  to  include  all  aspects  of  the  drug  trade,  including  money  laundering 
and  trade  in  precursor  chemicals.  But  this  is  not  enough.  There  is  evidence 
that  criminal  networks,  including  those  operating  in  the  drug  trade,  can  easily 
be  used  to  engage  in  other  criminal  activities  as  well.  By  diversifying  their  activ¬ 
ities,  such  organizations  are  able  to  overcome  temporary  setbacks  caused  by 
successful  anti-drug  operations  without  losing  their  capacity  to  continue  oper¬ 
ating.  While  international  cooperation  has  already  advanced  in  the  field  of 
drug  control  as  such,  other  areas  exploited  by  organized  crime  are  still  lacking 
a  similarlycoordinated  response. 

The  United  NationsOfficefor  Drug  Control  and  Crime  Prevention  (ODCCP) 
in  Vienna,  with  its  expanded  remit  to  address  the  challenge  of  uncivil  society, 
is  well  placed  to  play  an  important  role  in  this  realm.  It  offers  a  forum  for 
debate  and  a  context  for  formal  treaties  between  states.  It  is  also  well  placed 
to  promote  cooperation  among  criminal  justice  systems.  In  an  era  of  global¬ 
ization  the  United  Nations  has  a  special  role  to  play,  both  in  focusing  the 
world's  attention  on  international  organized  crime  and  in  particular  in  high- 
lighting  the  centrality  of  thehuman  rights  component  of  human  security.  For 
a  more  tangible  expression  of  these  general  principles  and  practices  made 
flesh  I  would  highlight  a  key  area  of  work  that  the  U  nited  Nations  has  been 
involved  in,  namely  coordinating  the  combating  of  transnational  organized 
crime. 

It  is  against  such  a  backdrop  that  work  has  been  moving  ahead  on  the  adop¬ 
tion  of  a  United  Nations  Convention  against  T ransnational  Organized  Crime, 
the  very  embodiment  of  the  fight  against  uncivil  society.  Over  125  different 
states  have  been  involved  in  the  negotiations  for  the  Convention,  which  is 
expected  to  be  adopted  by  the  United  Nations  General  Assembly  this  Novem¬ 
ber,  to  be  followed  bya  signing  conference  in  Palermo  in  December  2000.  The 
main  utility  of  the  Convention  will  be  that  it  will  provide  a  single  instrument 
through  which  to  respond  to  the  plethora  of  activities  which  fall  under  the 
rubric  of  transnational  organized  crime,  and  hence  facilitate  the  harmoniza¬ 
tion  of  national  legislation.  The  adoption  of  such  an  instrument  will  mark  the 
passage  of  the  fourth  major  international  convention  addressing  issues  related 
to  illegal  drugs  and  its  associated  threats  to  human  security,  following  earlier 
conventions  passed  in  1961  (narcotic  drugs),  1971  (psychotropic  drugs)  and 
1988  (illicit  trafficking,  including  money  laundering) . 
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The  Convention  is  accompanied  by  three  associated  protocols  on  the  illicit 
manufacturing  and  trafficking  in  firearms,  the  trafficking  of  persons  -  espe¬ 
cially  women  and  children  -  and  the  smuggling  of  migrants.  Member  States 
have  been  particularly  welcoming  of  efforts  in  respect  to  the  second  of  these 
draft  protocols,  and  agreement  has  been  relatively  easy  to  achieve  with  regard 
to  the  core  elements.  The  protocol  represents  the  first  attempt  to  address  the 
problem  of  the  trafficking  in  women  and  children  in  a  comprehensive  way.  In 
an  essentially  balanced  approach  to  the  issue,  it  seeks  both  to  prosecute  and 
punish  offenders  while  protecting  the  trafficked  persons. 

Important  new  aspects  of  the  Convention  and  protocols  include: 

•  a  massive  increase  in  the  number  of  predicate  offences  covered  bytheaccord; 

•  new  provisions  for  the  protection  of  victimsand  of  witnesses,  especially  with 
regard  to  the  vulnerabilityof  women  and  children  who  have  been  trafficked 
and  the  crucial  importance  of  their  being  prepared  to  come  forward  to 
give  evidence; 

•  measures  to  shield  legal  processes  from  criminal  activity,  notably  in  the  pro¬ 
vision  of  public  tenders; 

•  detailed  provisions  on  the  development  of  regulatory  regimes  to  prevent 
and  control  money  laundering  and  on  the  confiscation  and  sharing  of  crim¬ 
inal  assets,  which  will  help  to  minimize  bank  secrecy,  while  continuing  to 
deliver  bank  confidentiality; 

•  the  adoption  of  codes  of  conduct  for  relevant  professional  groups  to  pre¬ 
vent  the  misuse  of  expertise  by  organized  criminal  groups; 

•  an  innovative  implementation  mechanism  for  the  convention  consisting  of 
'peer  review'  to  monitor  in  a  constructive  way,  the  implementation  of  thecon- 
vention  by  signatory  states,  and  to  ensure  that  developing  countries  receive 
the  necessary  technical  assistance  to  facilitate  its  effective  administration. 


‘A  BALANCED  APPROACH’ 

So  far  thisintroduction  has  been  dominated  bya  discussion  of  supply  side  issues. 
This  should  in  no  way  be  interpreted  asa  reflection  of  the  prioritiesor  approach 
of  U  NDCP  and  its  staff.  It  is  of  course  true  that  until  the  last  decade  the  demand 
side  of  the  equation  tended  to  have  Cinderella  status.  There  were  unfortunate 
though  understandable  reasons  for  this.  These  included  the  practical  difficulty 
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of  data  collection  and  the  accuracy  of  the  figures  that  were  generated  in  trying 
to  measure  what  was  in  fact  a  hidden  population.  Data  sets,  for  example,  were 
notoriously'soft'.  Bycontrast,  collecting  information  on  the  supply  side  stretches 
back  to  the  beginning  of  the  twentieth  century.  Moreover,  the  three  existing 
international  conventions  related  to  illicit  drugs  are  well  known  for  their  impre¬ 
cision  on  concerted  demand  side  action. Thedraftersoftheseconventionswere 
reluctant  to  set  down  rigid  international  standards  on  demand  reduction,  believ¬ 
ing  that  individual  states  should  be  able  to  develop  differing  responses,  depend¬ 
ing  on  the  nature  and  cultural  context  in  which  they  were  working. 

Ithasnowbeen  some  30  yearssince  governments  began  to  make  financial  pro¬ 
vision  for  action  on  the  demand  side  of  illegal  drugs.  H  owever,  it  is  really  only 
with  the  political  declaration  of  the  Special  Session  of  theGeneral  Assembly  in 
June  1998  that  the  substance  of ‘a  balanced  approach  between  demand  reduc¬ 
tion  and  supply  reduction,  each  reinforcing  the  other,  in  an  integrated 
approach  to  solving  the  drug  problem'  has  emerged.  At  the  conference, 
Member  States  signed  a  declaration  of  principle  on  reducing  demand,  so  that 
each  country  has  agreed  to  tackle  the  problem  in  a  systematic,  coordinated 
way.  Indeed,  I  would  go  so  far  as  to  say  that  if  we  have  one  main  task  in  sight 
as  a  world  community  in  addressing  the  threat  of  drugs  it  is  on  the  demand 
side:  to  reduce  addiction.  Beyond  that,  we  all  have  to  realize  that  long-term 
prevention  is  surely  the  best,  and  certainly  the  cheapest,  strategy. 

Since  the  adoption  of  the  political  declaration  in  1998,  action  has  been  con¬ 
certed.  It  has  been  our  goal  to  develop  an  action  plan  for  each  state  through 
which  to  achieve  the  implementation  ofthegoalsof  the  declaration.  Under  the 
strategy,  tasks  have  been  ascribed  to  U  NDCP  and  to  individual  states.  Our  first 
priority  has  been  to  try  to  facilitate  the  collection  of  reliable  data  in  order  to 
assess  the  extent  of  drug  abuse  across  the  world.  To  this  end,  a  Global  Assess¬ 
ment  Programme  (GAP)  has  been  established,  which  has  developed  method- 
ologiesfor  use  by  states  on  the  prevalence  of  drug  consumption.  Investment  has 
also  been  made  in  the  development  of  an  early  warning  system  to  identify  new 
trends  in  drug  consumption  among  young  people  in  particular,  while  a  further 
aim  of  GAP  is  to  point  out  the  costs  and  consequences  of  illicit  drug  use,  cov¬ 
ering  everything  from  the  provision  of  treatment  to  the  spread  of  H  IV. 

With  the  first  step  in  the  plan  of  action  on  data  collection  underway,  we  are  in 
the  process  of  planning  and  implementing  step  two.  This  is  a  flexible  approach 
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aimed  at  trying  to  decide  what  works  and  what  does  not  in  terms  of  demand 
reduction.  Here,  we  are  trying  to  develop  a  'best  practice'  approach,  but  one 
which  is  especially  sensitized  to  the  opinions  and  views  of  young  people  them¬ 
selves.  We  strongly  believe  that  it  is  important  to  listen  to  the  views  of  those  who 
are  rarely  con  suited,  but  who,  owing  to  the  nature  of  youth  culture,  are  likely  to 
be  in  closest  proximity  to  the  circulation  of  illegal  drugs.  To  facilitate  this 
bottom-up  approach,  UNDCP  ismaking  strenuous  efforts  to  interact  with  NGOs 
and  youth  groups,  which  will  in  turn  be  extremely  useful  both  in  terms  of  dis¬ 
seminating  best  practice  and  as  an  antenna  through  which  to  detect  rising 
trends.  To  facilitate  the  acquisition  of  this  'silent  knowledge',  a  highly  success¬ 
ful  international  meeting,  for  instance,  washeld  in  Banff  in  1998,  which  resulted 
in  the  creation  of  a  valuable  international  network  in  this  field. 


SPREAD  OF  SYNTHETIC  STIMULANTS 

The  systematic  analysis  of  data  submitted  to  us  by  Member  States,  as  well  as 
working  directly  with  young  people  have  made  us  acutely  aware  of  the  shifts  in 
drug  consumption  patterns.  Nowhere  has  this  been  more  evident  than  in  the 
growing  tendency  towardsthe  use  of  synthetic  drugs,  more  specifically  amphet¬ 
amine-type  stimulants  (ATS)  and  within  this  group  methylenedioxymetham¬ 
phetamine  (M  DM  A),  better  known  by  its  street  name,  'ecstasy'. 

The  United  Nations  has  been  at  the  forefront  of  pioneering  work  on  synthetic 
drugs  since  they  first  emerged  as  major  substances  of  abuse  in  a  number  of 
countries  in  the  1960s,  and  on  a  much  broader  scale,  in  the  late  1980s  and  in 
the  1990s.  By  dint  of  their  relatively  recent  emergence  ('ecstasy',  for  instance, 
only  emerged  as  a  widespread  substance  of  abuse  in  the  late  1980s)  and  their 
changing  chemical  composition,  thejury  remainsout  on  the  long-term  health 
consequences  of  synthetic  drug  use.  Such  kinds  of  systematic  research  into 
the  long-term  health  impact  has  been  seen,  until  recentlyas 'the  missing  link' 
between  the  diverging  perceptions  of  synthetic  drug  use.  Some  recent 
research  in  this  field,  however,  has  yielded  alarming  results  of  apparent  neu¬ 
rotoxicity  ( i.e.  serious  and  possibly  irrevocable  damage  to  the  brain,  notably 
to  itsserotonine  system)  resulting  from  ecstasy  use.  This  also  confirms  earlier 
results  obtained  through  animal  studies.  There  are  some  additional  reasons 
to  be  concerned  about  the  effect  that  ATS  could  have  on  our  young  people. 
These  include: 
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•  ‘Bingeing’.  The  assumption  on  the  part  of  many  young  people  in  Western 
Europe  and  North  America  that  ATS  do  not  cause  lasting  harm  have  helped 
to  precipitate  a  high  frequency  of  usage.  It  is  not  unusual  to  hear  stories  of 
young  people  taking  ATS  every  night  throughout  a  holiday,  or  routinely  at 
weekends  through  large  parts  of  the  year.  Such  frequency  of  consumption 
has  increased  the  cause  for  concern  about  long-term  neurological  dangers. 

•  Poly  drug  use.  The  broad  range  of  different  ATS  and  other  drugs  available, 
together  with  the  evolving  nature  of  such  stimulants,  makes  the  use  of  differ¬ 
ent  combinations  of  drugs,  licit  and  illicit,  an  increasingly  common  feature. 
Thispolydrug  consumption  isas typical  among  drugs  usersin  a  refugee  camp 
in  Peshawar  or  Afghanistan  as  it  is  among  groups  of  young  people  in  Western 
Europe.  Such  polydrug  use  makes  it  more  difficult  to  check  what  combi¬ 
nations  and  under  what  circumstances  such  mixing  might  pose  a  particular 
health  danger. 

•  The  ‘Natural’fallacy.  I  ncreasingly,  healthy  images  are  promoted  in  the  mar¬ 
keting  of  ATS,  such  as  the  availability  of  so-called  'herbal  ecstasy1.  This  rep¬ 
resents  an  attempt  to  suggest  that  a  particular  drug  is  entirely  plant-based 
rather  than  synthetic,  that  it  is  not  illegal,  that  it  is  not  a  so-called  'hard  drug', 
and  that  in  fact  it  is  completely  safe.  Though  such  drugs  may  include  the 
addition  of  plant-based  psycho  active  substances,  they  are  still  synthesized  in 
a  laboratory,  and  usually  involve  off  the  shelf  chemicals  or  precursors.  The 
guarantee  of  their  safety  is  anything  but  assured. 

Beyond  these  particular  health  fears  are  a  range  of  general  trendsand  problems 
that  are  connected  to  synthetic  drugs  and  their  spread.  Two  in  particular  are 
worth  mentioning  here.  The  first  is  the  widespread  expansion  of  the  consump¬ 
tion  of  ATS.  It  is  already  the  case  that  ATS,  notably  methamphetamine  and  to 
a  lesser  extent  M  DM  A,  are  being  produced  in  growing  volumes  in  South-East 
Asia,  including  Thailand,  Myanmar  and  China,  to  service  the  rising  demand 
across  South-East  and  East  Asia.  The  spread  of  Western-style  youth  culture,  with 
the  profile  that  ATS  enjoys  within  it,  to  such  parts  of  the  world  is  likely  to  accel¬ 
erate  the  attractiveness  of  ATS  accordingly,  in  turn  stimulating  the  supply  side. 

The  second  is  the  tendency  for  the  production  and  distribution  of  synthetic 
drugs  increasingly  to  be  structured  and  integrated  into  international  orga¬ 
nized  criminal  activities.  With  a  rapidly  expanding  market  and  wide  profit  mar- 
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gins  criminal  networks  are  likely  to  be  increasingly  attracted  to  such  activities. 
Of  particular  worry  are  the  suspicions  that  ATS  and  heroin  may  be  manufac¬ 
tured  in  the  same  laboratories  and  circulated  through  the  same  distribution 
channels.  It  raises  the  sinister  possibility  of  criminal  market  makers  trying  to 
turn  their  heroin  clients  into  additional  users  of  ATS  and  their  ATS  clients  into 
additional  consumers  of  heroin. 


UNDCP:  THE  ‘SOFT  WARE’  OF  THE  SYSTEM 

This  introduction  began  by  suggesting  that  there  has  been  much  good  news  in 
the  advance  against  illegal  drugs,  especially  in  the  last  few  years.  We  need  to 
maintain  this  momentum  in  order  that  Bolivia  and  Peru  can  join  Pakistan  in 
being  free  of  cultivated  plant-based  drugs.  Beyond  that,  we  have  to  ring  fence 
the  chronic  coca  and  opium  producer  states,  notably  Afghanistan  and 
Colombia.  We  need  to  support  the  extraordinary  effort  the  current  President 
of  Colombia,  Andres  Pastrana,  has  made  which  is  aimed  at  bringing  peace  to 
the  country  through  a  strategy  involving  both  a  peace  process  and  the  elimi¬ 
nation  of  illicit  coca  cultivation.  Then  we  can  prepare  the  way  for  the  big  push 
designed  to  squeeze  the  cultivation  out  of  these  two  countries  and  hence  out 
of  global  markets.  If  these  trends  continue  in  coca  and  opium  production  we 
look  forward  to  the  day  when  the  defeatism  of  the  past,  which  has  so  often  bor¬ 
dered  on  prejudice,  will  also  be  squeezed  out. 

This  introduction  has  also  accepted  that,  in  spite  of  this  good  news,  there  are 
many  challenges  that  still  face  us.  We  here  at  UNDCP  are  mindful  of  this  and  are 
forever  reevaluating  our  own  mission  and  activities  to  see  how  we  can  enhance 
and  expand  our  contribution.  In  doing  so,  we  should  neither  replicate  what 
Member  States  are  or  should  be  doing.  Instead,  we  must  be  clear  about  where 
our  comparative  advantage  lies.  This  maybe  refined  into  seven  key  elements: 

•  Providing  a  global  view.  I  n  the  same  way  that  we  cannot  do  what  states  do, 
no  single  state  can  have  the  global  view  of  UNDCP.  Asthejune  1998  ses¬ 
sion  in  NewYork  has  shown,  onlyaction  under  the  United  Nations  auspices 
is  capable  of  taking  a  genuinely  global  look  at  the  challenge  of  drugs.  I  n 
turn,  only  under  the  U  nited  Nations  umbrella  can  the  entire  international 
community  be  co-opted  behind  a  broad-based,  integrated,  long-term  strat¬ 
egy.  And  onlythrough  united  action  can  criminal  activities  be  driven  out  of 
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the  system.  With  the  ideological  impediments  of  the  past  largely  removed, 
the  prospect  of  further  effective  multilateral  action  against  drugs  is  one  that 
is  both  an  exciting  and  empowering  prospect. 

•  Providing  quality  data  and  analysis.  The  main  reason  behind  the  original 
idea  to  publish  a  U  nited  Nations  World  Drug  Report  was  the  need  to  have 
a  sober  and  neutral  set  of  data  and  analysis  about  drugs  in  the  world.  Today, 
we  are  increasingly  confident  that  we  know  what  we  say  we  know,  and  know 
what  we  need  to  know.  We  believe  that  our  low  key  but  highly  effective  on 
the  ground  research  in  Afghanistan,  working  in  a  context  of  great  difficul¬ 
ties,  has  been  invaluable  in  terms  of  helping  to  build  up  a  better  picture  as 
to  the  dynamics  of  opium  poppy  cultivation  in  that  country.  U  N  DCP 
remains  strongly  committed  to  trying  to  improve  the  information  base  on 
which  the  drugs  strategies  and  policies  of  the  world  are  based.  To  facilitate 
that  end,  we  have  expanded  our  own  in-house  research  staff,  as  well  as 
establishing  a  new  money  laundering  monitoring  unit. 

•  Establishing  priorities.  The  history  of  action  against  illegal  drugs  has  been 
blighted  by  the  politicization  of  debates,  policies  and  priorities  surround- 
ingthesubject.Thishascontinuedtobethecaseuptothepresent,asarange 
of  continuing  arguments  about  different  national  approaches  to  demand 
strategies  illustrates.  We  here  at  UNDCP  regard  the  politicization  of  such 
issues  as  deeply  undesirable.  They  lead  to  gesture  politics,  grandstanding 
and  short  termism,  which  in  turn  tend  to  be  the  enemies  of  the  sort  of 
quiet,  integrated,  longer  term  strategies  that  are  actually  more  likely  to  have 
a  chance  of  success.  The  best  way  to  depoliticize  future  responses  to  drugs 
and  to  adopt  priorities  on  asound  basisisbylettingtheUnited  Nationstake 
the  lead.  We  believe  that  the  events  of  the  last  two  years  show  that  hard  and 
diligent  work  undertaken  in  a  pragmatic,  problem-solving  spirit  is  the  best 
way  to  set  about  establishing  priorities  and  targets  for  action. 

•  Innovative  initiatives.  U  NDCP  has  a  concentration  of  some  of  the  best 
minds  working  in  thearea  of  combating  illegal  drugs  and  organized  crime. 
These  professionalsare  in  turn  increasingly  well  networked  to  the  best  tech¬ 
nical  know-how  in  different  branches  of  national  governments,  among 
national  and  international  NGO  communities  and  in  universities  and 
research  institutions  across  the  globe.  This  insider  informed  and  global 
viewmakesusuniquely  well  placed  to  develop  innovative,  dynamic  yet  real- 
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i Stic  initiatives  for  future  action,  as  epitomized  by  the  outcome  of  the  1998 
meeting  of  the  United  Nations  General  Assembly. 

•  Planning  and  coordination.  The  strategic  response  to  drugs  requires  that 
everyone  play  their  part.  It  also  requires  that  those  contributions  fit  into  a 
pre-planned  framework  and  that  the  efforts  of  individual  states,  strong  and 
weaker  alike,  be  coordinated  and  monitored.  In  this  respect  one  might 
think  of  an  orchestra:  everyone  has  to  play  their  own  instruments,  but  the 
music  improves  if  everyone  is  playing  together.  Only  through  such  means 
can  a  well  meaning  but  otherwise  patchy  response  be  turned  into  an  inte¬ 
grated  and  effective  one.  U  NDCP  sees  one  of  its  main  roles  as  being  to  pro¬ 
vide  a  context  in  which  the  efforts  of  statescan  be  maximized  through  the 
provision  of  good  planning  and  a  coordinated  follow-up. 

•  Providing  technical  cooperation.  Some  countries  lack  the  resources  or 
expertise  to  play  their  part  fully  in  this  concerted  global  effort.  UNDCP 
operates  a  technical  cooperation  programme  to  assist  them  in  four  thematic 
areas:  i)  support  for  the  basic  structures  of  policy,  legislation  and  advocacy, 
primarily  through  the  provision  of  advisory  services;  ii)  assistance  to 
demand  reduction  programmes,  targeting  high  priority  prevention,  treat¬ 
ment  and  rehabilitation  initiatives;  iii)  the  strengthening  of  law  enforce¬ 
ment  capacities  along  major  trafficking  routes;  and  iv)  support  to 
alternative  development  programmes  in  the  main  illicit  crop  production 
zones.  Technical  cooperation  activities  are  structured  at  national,  regional 
and  global  levels,  enabling  a  careful  targeting  in  geographical  as  well  as 
functional  terms. 

•  Maintaining  focus.  States  are  concerned  with  a  multitude  of  different  tasks 
and  issues.  It  is  therefore  easy  for  national  governments,  in  spite  of  good 
intentions,  to  become  deflected  from  a  constant  engagement  even  with 
such  a  pressing  and  serious  issue  as  illegal  drugs.  It  is  at  times  when  other 
subjects  have  grabbed  the  headlines  and  the  public  policy  agenda  has 
moved  elsewhere,  that  UNDCP  has  a  further  role  to  play.  That  is  in  main¬ 
taining  the  spotlight  on  the  issue  of  drugs  and  its  associated  phenomena 
of  corruption,  state  failure,  the  breakdown  of  the  rule  of  law  and  money 
laundering. 
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But  it  is  not  sufficient  for  us  merely  to  do  what  we  have  done  before.  We  too 
must  change  and  grow.  Since  I  took  over  the  helm,  U  NDCP  has  already  down¬ 
sized  the  Vienna  administration  and  shifted  resources  into  the  field.  We  have 
developed  and  seen  endorsed  in  June  1998  a  bold  strategy  for  a  global 
response  to  illegal  drugs.  Since  then  we  have  been  implementing  this  strategy 
with  vim  and  vigour  and  increasing  success.  We  believe  that  the  300  person 
staff  of  UN  DC  P  provides  very  good  value  indeed  for  the  U  S$  70  million  budget 
that  we  have  at  our  disposal. 

In  the  future  we  feel  that  we  can  do  even  more.  We  need  to  be  more  flexible 
than  in  the  past.  In  particular,  we  need  to  build  our  capacity  to  be  ableto  face 
fast-moving  trends  and  emergencies.  Of  course  this  will  necessitate  more 
funds,  but  we  believe  that  the  track  record  of  the  organization  is  one  that 
merits  additional  financial  support.  Moreover,  we  believe  that  there  isa  popu¬ 
lar  mandate  the  world  over  for  the  effective  use  of  targeted  funds  to  combat 
the  dangers  of  drugs.  To  use  an  analogy,  we  need  to  be  the  software  of  the  system 
to  the  hardware  of  the  Member  States;  we  need  to  play  the  role  of  a  merchant 
bank  to  the  commercial  banks  of  the  Member  States.  Working  in  close  and 
complementary  relations,  there  is  every  prospect  that  M  ember  States  and  the 
United  Nations  organization  together  can  strengthen  and  deepen  the  positive 
trends  beginning  to  emerge  in  the  area  of  drugs  in  the  21st  century. 

Am/ 

Pino  Arlacchi 

EXECUTIVE  DIRECTOR  OF  ODCCP 
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CHAPTER  1 

RECENT  TRENDS  IN  PRODUCTION, 
TRAFFICKING  AND  CONSUMPTION 
AN  OVERVIEW 


PRODUCTION  |  OPIUM  AND  COCA  LEAF  |  CANNABIS  |  TRAFFICKING  |  FOLLOWING 
THE  TRACKS:  USING  SEIZURES  TO  IDENTIFY  TRENDS  |  HEROIN  |  COCAINE  | 
CANNABIS  HERB  |  A  M  P  H  E  T  A  M  I  N  E  -  T  Y  P  E  STIMULANTS  |  CONSUMPTION  |  THE 
GEOGRAPHICAL  SPREAD  OF  DRUG  ABUSE  |  MAIN  PROBLEM  DRUGS  |  TRENDS  IN 
DRUG  ABUSE  |  THE  EXTENT  OF  DRUG  ABUSE 


The  present  chapter  provides  an  overview  of  broad  global  trends  in  illicit  drug 
production,  trafficking  and  consumption3.  Despite  the  well-known  difficulties 
associated  with  measuring  the  size  of  a  hidden  population  and  the  magnitude 
of  an  illicit  activity,  the  statistics  that  follow  go  a  long  way  towards  document¬ 
ing  the  international  drug  problem,  and  how  it  changes  over  time. 


1.1.  PRODUCTION 
Opium  and  coca  leaf 

Throughout  the  latter  half  of  the  1990s,  global  illicit  production  of  opium,  the 
raw  material  for  heroin,  remained  stable,  and  the  production  of  coca  leaf,  the 
raw  material  for  cocaine,  declined.  Thistrend  is  in  marked  contrast  to  the  two 
previous  decades  when  both  opium  and  coca  leaf  production  increased 
steadily  (see  Figures  1  and  2). 

Despite  a  record  harvest  of  Afghan  opium  in  19991  which  increased  global  pro¬ 
duction  sharply  (to  some  5,800  tonnes,  more  than  the  1994-99  average  of 
about  4,900  tonnes),  the  increase  in  the  1990s  turned  out  to  be  far  more  mod¬ 
erate  than  in  the  1980s  when  output  tripled.  Coca  leaf  production  estimates  sug¬ 
gest  that  global  output  declined  over  the  last  few  years  -  an  even  stronger 
contrast  to  the  tripling  of  coca  leaf  production,  and  the  quadrupling  of  cocaine 
manufacture  in  the  1980s. 


a)  TheUnited  Nations  International  DrugControl  Programme  (UNDCP)  gathersmuch  of  its  information  on  the 
supply  and  demand  of  illicit  drugs  from  its  Member  States  through  the  UNDCP  Annual  Reports  Questionnaire 
(ARQ).TheARQ  is  a  comprehensive  survey  designed  to  provide  information  on  a  country's  drug  problems  and 
steps  taken  to  address  them.  Parties  to  the  three  international  drug  control  Conventions  (1961, 1971  and  1988) 
are  required  to  submit  the  questionnaire  annually;  nevertheless  the  questionnaire  is  sent  to  most  countries  in 
the  world,  and  is  also  submitted  by  many  countries  not  party  to  the  Conventions.  H  owever,  as  the  consistency, 
regularity  and  comprehensiveness  of  the  countries'  responses  to  the  ARQsvaryconsiderablyfrom  year  to  year, 
there  are  significant  gaps  in  the  data.  These  gaps  are  filled  by  extrapolation,  qualitative  evidence,  scientific 
studies  and  drug-related  data  published  by  several  governments  and  organizations.  The  resulting  database, 
U  NDCP  DELTA  (Database  for  Estimates  and  Long-term  Trends  Analysis)  is  the  source  of  all  the  data  in  this 
Report,  unless  otherwise  cited.  Statistics  drawn  from  DELTA  are  also  published  annually  by  UNDCP,  the  latest 
version  of  which  \sGlobal  Illicit  Drug  Trerds2000  (Vienna,  2000). 
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Fig.  1:  Global  illicit  production  of  opium 
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Source:  UNDCP,  Database  for  Estimates  and  Long-term  Trends  Analysis  (DELTA). 


Fig.  2:  Global  illicit  production  of  (dry)  coca  leaf 
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Fig.  3:  Areas  under  cultivation  of  opium  poppy 
and  coca  bush  (in  hectares) 
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Source:  UNDCP,  DELTA. 


Fig. 4:  Opium  production 
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The  global  area  under  opium  poppy  cultiva¬ 
tion  is  at  its  lowest  level  since  1988,  some  17% 
smaller  in  1999  than  in  1990.  Similarly,  the  area 
under  coca  cultivation  is  at  its  lowest  level  since 
1987  and  about  14%  less  in  1999  than  in  1990 
(see  Figure  3).  All  of  this  suggests  that  alterna¬ 
tive  development,  eradication,  intensified  law 
enforcement  activities,  and  the  effort  of  gov¬ 
ernments  concerned  to  reduce  levels  of  culti¬ 
vation,  have  led  to  positive  results.  Such  results 
would  also  have  appeared  if  demand  was  static, 
but,  as  argued  below,  this  does  not  appear  to 
have  been  the  case  at  the  global  level.  The  suc¬ 
cess  achieved  in  the  1990s,  and  notably  over 
the  last  few  years,  to  reverse  the  massive  upward 
trend  seen  in  the  1980s,  would  have  been  even 
more  pronounced  if  better  yields  per  hectare 
had  not  offset  the  progress  made  in  reducing 
the  areas  under  cultivation. 


The  total  area  under  opium  poppy  (estimated 
at  217,000  hectares  in  1999)  or  coca  bush  cul¬ 
tivation  (estimated  at  183,000  hectares  in 
1999)  is  not  really  large  by  global  standards. 
Together,  the  total  areas  under  opium  poppy 
or  coca  bush  are,  for  example,  just  a  quarter  of 
the  size  of  Puerto  Rico,  and  two  to  three  times 
the  size  of  cities  such  New  York  or  Berlin.  Even 
in  the  main  drug  producing  countries,  the 
total  areas  under  opium  poppy  or  coca  bush 
represent  only  about  1%  of  arable  land.b  Yet  if 
just  1%  of  arable  land  in  a  few  medium-sized 
countries  is  needed  to  guarantee  global  supply 
of  heroin  and  cocaine,  there  remains  a  con¬ 
stant  danger  of  displacement:  production  shift¬ 
ing  to  other  areas  in  response  to  eradication. 

In  contrast  to  popular  perception,  the  extent 
of  illicit  crop  cultivation  is  fairly  small  and 


b)  For  instance,  in  Afghanistan,  the  world's  largest  producer  of  opium,  the  total  area  under  opium  cultivation  amounted  to  90,600  ha  in  1999, 
equivalent  to  0.1%  of  the  total  size  of  the  country  or  1.1%  of  arable  land.  In  Myanmar  the  total  area  under  opium  cultivation  was  89,500  ha 
in  1999,  equivalent  to  0.1%  of  the  size  of  the  country  or  0.9%  of  arable  land.  The  picture  is  similar  in  the  coca  leaf  producing  countries.  In 
the  three  main  producer  countries,  the  areas  under  coca  bush  cultivation  do  not  exceed  0.1%  of  the  size  of  the  country. 
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Map  1.  Global  illicit  opium  poppy  cultivation  in  the  1990s 
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■  Government  estimate  for  1997 
UNDCP  estimate  for  1999 


Map  2.  Global  illicit  coca  cultivation  in  the  1990s 
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declining;  so  is  the  overall  income  that  cultiva¬ 
tion  generatesfor  farmers.  Globallyaggregated 
income  of  farmersfrom  opium  poppyand  coca 
leaf  cultivation  (without  further  processing) 
was  approximately  US$  1.1  billion  i n  1999.2 
This  may  seem  like  a  big  sum  but  it  is  a  very 
small  proportion  of  global  drug  sales  of  a  few 
hundred  billion  dollars  a  year3  or  the  tremen- 
douseconomic  costs  resulting  from  drug  abuse 
of  several  hundred  billion  dollars  a  year.  In  the 
USA  alone,  annual  economic  costs  related  to 
drug  abuse  were  estimated  to  be  US$  110  bil¬ 
lion  a  year  ( 1.5%  of  GDP)4  in  the  mid-1990s. 

Despite  some  limitations,  existing  data  are 
robust  enough  to  track  some  significant  shifts 
in  the  production/ distribution  pattern  over 
the  last  decade.  Throughout  the  1990s  the  pro¬ 
duction  of  illicit  opium  and  coca  leaf  became 
concentrated  in  fewer  countries  (see  Maps  1 
and  2).  While  a  few  decades  ago,  opium  was 


produced  in  a  large  number  of  countries  for 
both  licit  and  illicit  purposes,  illicit  opium  pro¬ 
duction  is  now  concentrated  in  just  two  coun¬ 
tries:  Afghanistan  and  Myanmar  (see  Figure  4) . 
Together  they  accounted  for  about  90%  of 
global  illicit  opium  production  over  the  last  few 
years  and  nearly  95%  in  1999.  More  than  75% 
of  global  opium  production  in  1999  occurred 
in  Afghanistan  alone.  In  2000,  the  combination 
of  drought  and  some  successful  programmes  in 
Afghanistan,  reduced  opium  production  by 
nearly  30%,  thereby  lowering  global  production 
to  some  4,800  tonnes  (preliminary  estimates). 

Afghanistan  however  is  the  main  source  of 
opium,  morphine  and  heroin  in  neighbouring 
countries  (Iran,  Pakistan,  India  and  Central 
Asia)  and  of  heroin  in  Europe  (both  Eastern 
and  Western  Europe).  Itisalsothemain  source 
of  heroin  found  in  some  countries  along  the 
Arabian  peninsula  and  Eastern  Africa. 
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Fig.  5:  Coca  leaf  production  in  1990 
(total:  319,200  tonnes) 


Fig.  6:  Coca  leaf  production  in  1999 
(total:  287,000  tonnes) 
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Source:  UNDCP,  DELTA. 


Fig.  7:  World  potential*  cocaine  manufacture** 
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*  ‘Potential’  refers  to  the  amount  of  cocaine  that  could  be  manu¬ 
factured  from  domestic  coca;  ‘actual’  manufacture  was  larger 
than  'potential'  manufacture  in  Colombia  but  smaller  in  Peru  and 
Bolivia.  In  contrast  to ‘potential’  manufacture, ‘actual’  manu¬ 
facture  grew  in  Peru  and  Bolivia  in  much  of  the  1990s  -  though 
from  low  levels. 

**  Estimates  based  on  conservative  assumptions;  actual  cocaine 
manufacture  could  be  higher  (by  up  to  one  third). 

Source:  UNDCP,  DELTA. 


Fig.  8:  Price  of  coca  leaf  in  Peru  and  Bolivia 
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Following  Afghanistan  and  Myanmar  the  next 
largest  producers  of  opium  are  the  Lao  PDR, 
Colombia  and  Mexico.  Opium  production  in 
Latin  America  is  mainly  destined  for  the  U  S 
heroin  market.5  While  Mexican  opium  hastra- 
ditional  ly  gone  to  the  U  SA  for  decades,  Central 
American  countries,  such  as  Guatemala,  virtu¬ 
ally  disappeared  as  significant  producers  of 
opium  in  the  1990s.6  During  this  same  period, 
Colombia  emerged  asa  supplier  of  heroin,  pro¬ 
duced  from  domestically  grown  opium  poppy. 
Neighbouring  countries  such  as  Peru  and 
Venezuela  have  reported  some  small-scale  pro¬ 
duction  of  opium,  and  this  potential  threat  will 
have  to  be  watched  in  the  future.  Although 
Colombia's  opium  production  is  small  by 
global  standards,  it  is  important  regionally, 
replacing  some  of  the  South-East  Asian  heroin, 
which  had  previously  dominated  the  US 
market.  In  the  late  1990s,  65%  of  the  heroin 
seized  in  the  USA  was  from  Colombia.7 

Paradoxically,  increasing  heroin  addiction 
throughout  East  and  South-East  Asia  went 
hand  in  hand  with  a  sharp  decline  of  opium 
production  in  these  countries  in  the  late  1990s 
and  the  loss  of  market  share  of  South-East 
Asian  heroin  in  the  USA.  During  the  same 
period,  former  large-scale  producersof  opium, 
such  as  Thai  land  or  Pakistan  achieved  substan¬ 
tial  reductions  in  output.  Thus,  domestically 
produced  opium  from  these  countries  lost  sig¬ 
nificance  in  supplying  international  drug  mar¬ 
kets.  Both  countries  are  now  net  importers  of 
opiates.  The  same  is  true  for  Lebanon  and 
Iran.  Opium  cultivation  was  successfully  elimi¬ 
nated  in  the  early  1990s  in  Lebanon,  and  in 
Iran  a  decade  earlier.  Though  Turkey  has 
remained  an  important  drug  transit  country, 
the  shift  in  production  from  illicit  to  licit 
opium  production  in  the  1970s  resulted  in  the 
de  facto  elimination  of  illegal  Turkish  opium 
from  international  drug  markets.  The  re-emer- 
gence  of  opium  poppy  production  in  Egypt  in 
the  second  half  of  the  1990s  was  successfully 
curtailed  at  an  early  stage.  The  same  istrue  for 
China,  the  largest  producer  of  opium  in  the 
interwar  period  from  1919-1939.  Attempts  to 


expand  poppy  cultivation  across  the  borders  of 
Myanmar  to  China  in  the  mid-1990s  were  not 
successful.  Also,  though  there  is  a  potential 
threat,  large-scale  opium  cultivation  has  not 
appeared  in  the  Central  Asian  countries. 

More  than  98%  of  global  coca  leaf  cultivation 
is  concentrated  in  the  three  Andean  countries: 
Colombia,  Peru  and  Bolivia.  Within  these 
countries,  there  has  been  a  marked  shift  in  pro¬ 
duction  over  the  last  decade,  from  Peru  and 
Bolivia  to  Colombia  (see  Figures  5  &  6).  His¬ 
torically,  Colombia  was  the  largest  manufac¬ 
turer  of  cocaine  hydrochloride  (HCL)  in  the 
region  -  importing  the  necessary  cocaine  base 
from  Peru,  and  to  a  lesser  extent  from  Bolivia. 
In  terms  of  coca  leaf  cultivation,  however, 
Colombia  used  to  be  the  smallest  producer 
among  the  three  Andean  countries.  This 
changed  during  the  1990s.  By  1997  Colombia's 
production  was  at  par  with  that  of  Peru  and  by 
1999,  two  thirds  of  all  coca  leaf  was  produced 
in  Colombia.  During  the  same  period,  coca  leaf 
production  declined  in  Peru  and  in  Bolivia. 

The  shift  can  be  attributed  to  a  number  of  factors 
(see  Figure  7).  In  the  early  1990s,  a  fungus 
destroyed  significant  amounts  of  the  domestic 
coca  harvest  in  Peru.  Secondly,  clandestine  flights 
have  been  successfully  curtailed.  In  the  second 
half  of  the  1990s the  ‘air  corridor',  which  wasused 
to  transport  coca  leaf/  base  from  Peru  to  cocaine 
laboratories  in  Colombia  was  closed.  Farm  gate 
prices  of  coca  collapsed  in  Peru8  (see  Figure  8). 
As  clandestine  producers  in  Colombia  were 
barred  from  easy  access  to  coca  in  Peru,  they 
looked  to  other  sources  of  supply  -  and  found 
these  in  Colombia  itself.9  The  dismantling  of 
some  of  the  large  Colombian  drug  cartels 
(Medellin  and  Cali)  may  have  also  played  apart. 
The  successor  organizationsdid  not  have  the  kind 
of  infrastructure  that  would  have  allowed  them  to 
organize  the  logistics  to  transport  large  amounts 
of  coca  leaf,  paste  or  base  from  neighbouring 
countries  to  Colombia.  Colombia's  ongoing  civil 
conflict  was  also  a  factor  in  the  domestic  expan¬ 
sion  of  coca  leaf  production.  Though  the  Colom¬ 
bian  Government  has  stepped  up  eradication 
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efforts  in  recent  years,  and  actually  has  the  most 
eradication  worldwide,  the  government  does  not 
exercise  control  over  all  coca-growing  regions. 
With  some  of  the  guerilla  and  the  paramilitary 
groups  benefiting  from  the  drug  trade,  political 
instability  indirectly  promotes  the  spread  of  coca 
cultivation  in  the  country.10 

While  Colombia's  'potential'  manufacture  (coc¬ 
aine  produced  from  domestic  sources)  increased 
strongly  in  the  1990s,  the  increase  was  less  signifi¬ 
cant  in  termsof  'actual'  manufacture asColombia 
was  already  responsible  for  the  bulk  of  cocaine 
manufacture  in  the  Andean  region.  Thus,  despite 
a  new  record  high  in  'potential'  manufacture  in 
1999,  there  are  no  indications  that  the  flow  of 
cocaine  out  of  Colombia  actually  increased.11  In 
other  words,  domestic  production  of  coca  leaf  in 
Colombia  seems  to  substitute,  rather  than  com¬ 
plement  coca  leaf  or  base  imports. 

Improved  control  and  alternative  development 
efforts  in  Peru  and  Bolivia  have  helped  to 
reduce  coca  leaf  production  significantly  in  the 
1990s,  more  than  offsetting  increases  in 
Colombia.  Systematic  interventions  to  break 
theair  bridge  from  Peru  to  Colombia11  brought 
coca  leaf  prices  below  US$  1,500  per  tonne. 
( Prices  below  U  S$  1,500  per  tonne  of  coca  leaf 
usually  inhibit  the  expansion  of  production 
while  prices  below  U  S$  1,000  per  tonne  usually 
lead  to  the  voluntary  abandonment  of  existing 
fields,  as  happened  over  the  1995-98  period). 
Prices  in  Bolivia  were  less  affected  by  these 
interventions  as  alternative  outlets  were  found 
in  Brazil  and  Chile  (see  Figure  8). 

One  displacement  effect  of  better  control 
efforts  was,  however,  the  creation  of  domestic 
cocaine  processing  capacities  in  Peru  and 


Bolivia.  Cocaine  seizures  reflected  this  trend. 
Despite  a  strong  decline  in  coca  leaf  produc¬ 
tion  in  the  1990s  in  both  Peru  and  Bolivia, 
seizures  of  cocaine  FI  CL  actually  quintupled 
between  the  periods  1991/  92  and  1998/  99  in 
both  countries.  FI  ardlyany  cocaine  FI  CL  seizures 
were  reported  in  Peru  and  Bolivia  up  to  the 
mid-1980s.  By  1999,  cocaine  FI  CL  seizures 
accounted  for  35%  of  all  cocaine-related  seizures 
in  Peru,  reflecting  an  increase  in  domestic 
cocaine  processing  capabilities.  These,  how¬ 
ever,  are  still  small  compared  to  Colombia, 
which  represented  90%  of  all  cocaine  FI  CL 
seizures  in  the  Andean  region  in  1998/  99. 

In  response  to  substantial  eradication  in  Bolivia 
and  some  increase  in  European  and  Latin 
American  demand,  farm  gate  prices  for  coca 
leaf  increased  strongly  all  across  the  Andean 
countries  in  1999.  Prices  also  recovered  as  traf¬ 
ficking  groups  in  Peru  and  Bolivia,  denied 
access  to  Colombia,  began  to  transform  coca- 
leaf  into  cocaine  FI  CL  themselves,  and  began 
to  create  new  routes  to  ship  the  end  product 
directly  to  consumer  markets. 

Despite  the  increase  in  coca  leaf  farm  gate 
prices  in  1999,  eradication  in  Bolivia  and  Peru 
prevented  a  net  increase  in  coca  leaf  production. 
Yet  declining  production  in  Peru  and  Bolivia 
will  have  to  be  sustained  by  dismantling  the  new 
cocaine  manufacturing  facilities  and  closing 
the  new  trafficking  routes.  Otherwise  there  is  a 
danger  that  the  rise  in  farm  gate  prices  may 
stimulate  the  rehabilitation  of  abandoned  coca 
fields,  particularly  in  Peru. 

Cannabis 

In  marked  contrast  to  coca  bush  and  opium 
poppy,  cannabis  is  grown  across  the  globe  and  in 


c)  Cocaine  HCL  seizures  in  Colombia  rose  from  21.5  tonnes  in  1995  to  54.7  tonnes  in  1998,  but  fell  back  to  22.7  tonnes  by  1999;  cocaine 
HCL  and  base  seizures  taken  together  rose  from  41  tonnes  in  1995  to  84  tonnes  in  1998  but  fell  back  to  31.7  tonnes  by  1999,  the  lowest 
such  figure  in  the  1990s.  (Bureau  of  International  Narcotics  and  Law  Enforcement  Affairs,  International  Narcotics  Control  Strategy R eport 
1999,  Washington,  March  2000).  As  the  decline  in  seizuresin  1999  went  hand  in  hand  with  increased  efforts  by  the  Colombian  authorities, 
it  can  be  assumed  that  actual  cocaine  manufacture  in  Colombia  did  not  increase  further  in  1999.  A  shortage  in  one  key  precursor  chemi¬ 
cal  -  potassium  permanganate-  for  the  processing  of  cocaine,  created  by  means  of  better  international  cooperation  among  law  enforcement 
authorities  ("Operation  Purple"),  following  the  U  N  1998  Special  Session,  led  to  the  halting  and  seizing  of  32  suspicious  shipments  in  1999 
(2,226  tonnes  of  potassium  permanganate)  .(International  Potassium  Permanganate  Monitoring  Initiative,  Operation  Purple,  Phase  1,  Final 
Report,  2000).  The  resulting  shortage  of  potassium  permanganate  could  not  stop  manufacture,  but  apparently  contributed  to  the  decline 
in  Colombia’s  cocaine  output,  despite  a  record  harvest  in  coca  leaf. 
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almost  all  geographic  locations.  Over  the  last 
decade,  120  countries  reported  illicit  cultivation 
of  cannabis  in  their  territory.12  Interpol  identifies 
67  'source  countries'  for  cannabis  through  seiz¬ 
ures  made  in  1998.  Of  these,  22  countries  were 
in  Africa,  15  in  Asia,  15  in  Europe  and  13  in  the 
Americas.13 

Estimating  the  extent  of  illicit  cannabis  cultiva¬ 
tion,  production  and  trafficking  is  much  more 
difficult  than  for  other  plant-based  drugs  be¬ 
cause  of  the  significant  amounts  of  wild  can¬ 
nabis  growth,  the  diverse  nature  of  cultivation 
and  the  sheer  magnitude  of  trafficking.  In  con¬ 
trast  to  other  plant-based  narcotic  drugs,  illicit 
cannabis  products  can  originate  from  three 
qualitatively  distinct  sourcesof  supply:  outdoor 
illicit  cultivation;  naturalized  cannabis  plant 
populations  (wild  growing  cannabis);  and 
plants  cultivated  indoors  by  means  of  sophisti¬ 
cated  growing  technology.  While  outdoor  illicit 
cultivation  has  traditionally  been  the  primary 
source  of  cannabis,  the  importance  of  wild 
growing  cannabis  and  indoor-cultivated 
cannabis  as  sources  for  illicit  markets  has  been 
growing. 

The  largest  areas  under  wild  growth  are  in  the 
states  of  the  Commonwealth  of  Independent 
States  (CIS)  notably  the  Russian  Federation 
and  Kazakhstan.  Authorities  estimate  that  about 
one  million  hectares  might  be  under  wild 
cannabis  in  the  Russian  Federation.  The  extent 
of  wild  cannabis  growth  does  not  correlate  with 
cannabis  production  or  exports.  In  Kazakhstan 
for  instance,  two  surveys  in  1998  and  1999 
found  about  400,000  hectares  under  wild 
growth;  only  a  minute  part  of  this,  some  2,300 
hectares,  appear  to  have  been  used  for  actual 
cannabis  production  and  export.  Kazakhstan 
therefore  lags  behind  countries  such  as  Morocco 
(50,000  ha  according  to  the  ministry  of  inte¬ 
rior),  the  world's  largest  producer  of  cannabis 
resin  (hashish),  and  the  major  producers  of 
cannabis  herb  (marijuana):  Colombia  (5,000  ha 
in  1999)  or  M  exico  ( 3,700  ha  in  1999)  ,14  and  it  is 
not  mentioned  among  the  major  source  coun¬ 
tries  at  the  global  level. 


The  largest  source  countriesof  cannabis,  asiden- 
tified  by  Interpol,  are  Morocco,  Afghanistan  and 
Pakistan  for  hashish;  Colombia,  Mexico,  Nigeria 
and  South  Africa  for  marijuana;  and  Jamaica  for 
cannabisoil. 

Indoor  cannabiscultivation  continues  to  develop 
in  Europe  and  in  North  America,  especially  in 
the  Netherlands,  Canada  and  the  U  nited  States 
and,  to  a  lesser  extent  in  the  United  Kingdom, 
Germany,  the  Scandinavian  countries  and 
Eastern  Europe.15  This  method  of  cultivation 
appears  to  have  increased  the  average  TFIC 
level  of  the  plant  from  3%  to  7%  before  1990, 
to  levels  ranging  from  10%  to  30%  in  the  1990s. 

Tentative  estimates  suggest  that  in  the  late  1990s 
about  a  quarter  of  all  cannabis  herb  in  Western 
Europe  and  the  United  States  was  cultivated 
domestically(both  outdoor  and  hydropon ical ly) . 
In  the  Netherlands  there  are  estimates  that 
over  half  of  cannabis  is  cultivated  domestically; 
in  monetary  terms,  cannabis  exports  exceeded 
imports16  as  domestically  grown  cannabis  is 
characterized  by  higher  TFIC  levels  and  thus 
commands  a  higher  price. 

Available  cultivation  and  production  estimates 
are  not  sufficient  to  determine  whether  pro¬ 
duction  at  the  global  level  has  increased  or 
decreased  in  recent  years.  There  are,  however, 
indications  that  cannabiscultivation  in  Latin 
America  is  now  lower  than  a  decade  ago;  but  it 
apparently  increased  in  Europe,  Central  Asia, 
South-East  Asia  and  Africa.17  The  large  number 
of  countries  reporting  an  increase  in  cannabis 
consumption  (two  thirdsof  all  countries  report¬ 
ing  drug  abuse  trends  in  1999)  would  suggest 
that  overall  production  must  have  increased; 
but  this  is  only  partly  confirmed  by  seizure  data. 
Cannabis  seizures  (plant,  herb  and  resin)  were 
higher  in  1998  than  in  1990,  but  they  have  not 
increased  since  the  mid-1990s.  It  is  difficult  to 
judge  whether  this  is  a  reflection  of  either  par¬ 
ticular  national  policies  shifting  priorities  and 
resources  to  the  interdiction  of  other  drugs,  or 
if  there  has  in  fact  been  a  real  stabilization  of 
global  production  and  trafficking. 
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Cultivation  estimates  (including  wild  growth), 
based  on  reports  from  Member  States  in  the 
1990s,  range  from  670,000  hectares  (three 
times  the  extent  of  opium  poppy  or  four  times 
that  of  global  coca  cultivation)  to  1,850,000 
hectares  (eight  times  the  area  under  opium- 
poppy  or  10  times  the  area  under  coca) .  Pro¬ 
duction  estimates  vary  by  a  factor  of  30,  from 
10,000  tonnes  to  300,000  tonnes.  Linking  pro¬ 
duction  and  consumption  estimates,  UNDCP 
estimates  world  wide  cannabis  production  to 
be  at  about  30,000  tonnes.18 


1.2.  TRAFFICKING 

The  utility  of  seizure  statistics 

Seizures  and  related  data  are  the  most  readily 
available  indicator  of  illicit  drug  supply,  and 
have  been  collected  since  the  beginning  of  the 
twentieth  century  by  the  United  Nation^  and  its 
predecessor,  the  League  of  Nations. 

Seizure  data  can  be  used  to  identify  theglobal  spread 
of  drug  trafficking.  I  n  1980-81,  one  hundred  and 
twenty  countries  and  territories  reported  drug 


d)  UNDCP  collects  seizure  data  as  part  of  its  "Annual  Reports  Questionnaire",  which  the  Member  States  who  are  party  to  the  drug  conven¬ 
tions  are  obliged  to  return  every  year.  These  and  related  seizure  data  are  then  complemented  and  cross-checked  with  similar  information 
collected  by  other  international  organisations,  such  as  ICPO/  Interpol,  the  World  Customs  Organisation,  and  regional  organisations,  such 
as  CICAD  or  Europol.  All  of  this  information  is  then  collated  in  UNDCP's  database  (DELTA). 
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seizures.  By  1987-88,  this  number  had  increased 
to  144.  Over  the  next  decade,  it  again  increased 
substantially,  to  170  in  1997-98  (See  Figure  9). 
Though  the  total  number  of  countries  in  the 
world  also  increased  during  the  period,  this  isstill 
unequivocal  evidence  of  the  fact  that  drug  traf¬ 
ficking  is  now  a  truly  global  phenomenon.  (See 
Maps  3  to  7,  which  show  trafficking  patterns  and 
trends  in  the  1990s,  and  Maps  13  to  16,  which  link 
trafficking  and  abuse  patterns). 

Heroin  and  cocaine  are  -  at  the  global  level  - 
the  most  significant  illicit  drugs  in  terms  of  treat¬ 
ment  demand,  hospitalization,  overdose,  drug 
related  mortality,  involvement  of  organized  crime 
and  drug  related  violence,  including  violence 
against  the  state.  The  most  widely  trafficked  drug, 
however,  iscannabis.  Figure  10  shows  that  98%  of 
all  countries  and  territories  which  had  seizuresin 
1997/  98  reported  seizures  of  cannabis  products. 
This  was  a  higher  proportion  than  for  opiates 
(91%),  coca-type  substances  (79%)  ampheta¬ 
mine-type  stimulants  (48%  including  ecstasy)  or 
depressants( 36%). Trafficking  in  LSD  (29%)  and 
methaqualone  (12%)  concern  only  a  minority  of 
countries,  and  are  not  shown  in  the  figure. 

Seizure  statistics  provide  some  indication  of  the 
extent  of  trafficking.  In  1998,  Member  States  re¬ 
ported  963,000  drug  seizure  cases;  more  than 
half  of  these  were  cannabis-related.  Cannabis  is 
also,  in  terms  of  volume,  the  largest  of  the  illicit 
drugs  that  are  seized.  Within  this,  cannabisherb 
is  much  more  voluminous  than  cannabis  resin 
(see  Figure  11).  The  pattern  becomes  clearer 
in  view  of  the  fact  that  cannabis  is  the  most 
widely  abused  illicit  drug  worldwide.19 

With  regard  to  cocaine  and  heroin,  the  volume 
of  cocaine  trafficked  internationally  is  much 
larger  than  heroin.  In  1998,  total  potential  pro¬ 
duction  of  cocaine  was  824  tonnes,  and  opiates 
(in  termsof  heroin  equivalent)  was 435  tonnes.20 
Seizures,  however,  do  not  appear  in  the  same 
ratio  as  production.  In  the  same  year,  380 
tonnes  of  cocaine  were  seized,  compared  to  75 
tonnes  of  opiates.21  In  production  terms, 
cocaine  was  about  double  the  opiates;  in  seizure 


terms,  it  was  five  times  more.  The  principal 
explanation  of  this  was  noted  in  the  discussion 
on  interception  rates  above:  cocaine  supply  and 
demand  are  more  concentrated  geographically, 
and  it  istrafficked  in  bulky  consignments,  often 
by  container  ship.  Thus,  in  1998,  the  average 
amount  of  cocaine  per  seizure  was  eleven  times 
larger  than  the  average  heroin  seizure. 

The  ATS  do  not  appear  significantly  in  seizure 
statistics  because  they  are  usually  produced  in,  or 
close  to,  areasof  consumption.  They  are  not  traf¬ 
ficked  acrosslong  distances,  and  thuspossibilities 
of  interdiction  are  limited.  The  consequent  low 
interception  rate  is  unique  to  ATS  and  precludes 
seizures  being  used  as  an  indicator  of  supply  as 
directly  as  with  cocaine  and  heroin.  The  total 
number  of  reported  ATS  seizure  cases  exceeds 
those  of  heroin;  but  the  average  volume  per  ATS 
seizure  wasonly  a  third  of  that  for  heroin  in  1998. 
Long-distance  trafficking  occurs  more  frequently 
with  precursor  chemicals.  Thus  higher  volumes 
of  ATS  precursor  chemicals  have  been  inter¬ 
cepted  than  ATS  end-products.  If  one  considers 
the  total  amount  of  ATS  precursors,  which  were 
prevented  from  diversion  into  illicit  trade,  it 
exceeded  total  seizures  of  opiates  in  1998. 

Seizures  leave  important  tracks  and  they  enable 
the  mapping  of  trafficking  patterns  and  traffick¬ 
ing  routes.  I  n  general  terms,  the  pattern  shows  the 
following  concentration  of  trafficking:  cocaine  in 
theAmericas;  cannabisherb  in  theAmericasand 
Africa;  opiatesin  Asiaand  Europe;  cannabisresin 
in  Europe,  North  Africa  and  South-West  Asia; 
and  ATS  in  South-East  Asia,  Europe  and  North 
America.  Within  thisgeneral  pattern  a  number 
of  key  drug  trafficking  routes  can  be  identified:22 

•  opiates  from  Afghanistan  via  Pakistan,  Iran, 
Turkey  and  the  Balkan  route  (and  its  various 
branches)  to  countriesof  the  European  Union 
and  the  European  Free  Trade  Association; 

•  cocaine  from  the  Andean  countriesto  North 
America,  notably  the  United  States,  either 
directly,  or  via  Mexico  and  the  Caribbean 
region; 

•  cannabis  herb  from  Mexico  to  the  USA; 
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Fig.  9:  Number  of  countries  and  territories 
reporting  drug  seizures 
200  _ 


1980/81  1987/88  1997/98 


Source:  UNDCP,  DELTA. 


Fig.  10:  Countries  and  territories  reporting 
seizures  in  1997/98  (N=170) 
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*  including  substances  of  the  ecstasy  group 
Source:  UNDCP,  DELTA. 


Fig.  11:  Seizures  in  1998  (in  tonnes) 


Fig.  12:  Average  annual  growth  of  drug  seizures 
in  the  1990s  (1990/91-1997/98) 
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*  Opiates:  heroin,  morphine  and  opium  in  heroin 
equivalents  (1  gram  morphine  assumed  to  equivalent 
to  1  gram  heroin;  1  gram  opium  to  be  equivalent  to 
0.1  gram  of  heroin 

**  Amphetamine-type  stimulants,  excluding  ecstasy, 
reported  in  kg,  litres  and  in  units  (1  unit  assumed  to  be 
equivalent  to  10  mg,  1  litre  equivalent  to  1  kg) 


*  Amphetamine-type  stimulants,  excluding  ecstasy 
**  Cannabis  herb  and  cannabis  resin 

Source:  UNDCP,  DELTA. 
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Source:  UNDCP,  DELTA. 


•  cannabis  resin  from  Morocco  via  Spain  to 
other  European  countries. 

There  has  been,  over  the  last  decade,  a  certain 
diffusion  of  the  principal  trafficking  routes: 

•  Opiates  from  Afghanistan  via  Central  Asia  to 
Europe; 

•  Cocainefrom  the  Andean  countries:  via  Cen¬ 
tral  America  to  M  exico  and  the  U  SA;  via  the 
Pacific  coast  to  North  America,  via  Venezuela 
and/  or  the  Caribbean  to  Europe;  from  Peru 
and  Bolivia  to  Brazil  and  via  western  or 
southern  Africa  to  Europe; 

•  Opiates  from  Colombia  (now  an  important 
opium  producing  country  in  Latin  America) 
along  new  trafficking  routes-  often  parallel 
to  those  already  in  existence  for  cocaine  - 
to  the  U  SA; 

•  Opiates  from  Myanmar  via  China  (including 
Hong  Kong  SAR  and  Taiwan,  Province  of 
China)  to  North  America  (complementing 
and  partlyreplacing  the  traditional  route  via 
Thailand  and  Hong  Kong  SAR); 

•  National  mail  and  commercial  courier  ser¬ 
vices  are  now  used  more  frequently  for  smug¬ 
gling  drugs  to  final  destinations; 

•  Various  African  countries  are  increasingly 
linked  into  trafficking  routes  for  transship¬ 
ment  purposes. 

The  two  main  cannabis  resin  trafficking  routes 
are  from  Morocco  via  Spain  to  other  countries 
in  Western  Europe,  and  from  South-West  Asia 
to  Europe.  The  principal  trafficking  routes  for 
cannabis  herb  a  re  from  Mexico  and  Colombia  to 
the  USA,  though  increasing  levels  of  high-qual¬ 
ity  cannabis  production  in  North  America  are 


expected  to  diminish  the  importance  of  these 
routes.  Some  of  the  Colombian  cannabis  herb 
hasalready been  re-directed  to  marketsin  west¬ 
ern  Europe,  where  it  competes  with  cannabis 
herb  from  Sub-Saharan  Africa,  South-East  Asia, 
and,  in  recent  years,  from  Albania.23  Moreover, 
domestically-grown  hydroponic  cannabis  has 
gained  importance  in  Europe  as  well. 

East  and  South-East  Asia,  Europe  and  North 
America  have  seen  a  considerable  increase  in 
trafficking  of  amphetamine-type  stimulants,  partic¬ 
ularly  methamphetamine.  Trafficking  in  ATS 
continues  to  be  more  limited  in  geographical 
terms  than  heroin  or  cocaine  as  production  and 
consumption  usually  take  place  within  the  same 
region.  The  only  exception  in  this  regard  are 
the  'ecstasy'  substances  ( M  DM  A,  MDA  MDME 
etc).  Originating  mostly  in  Europe,  ecstasy  is 
shipped  all  across  the  world,  to  North  America, 
East  and  South-East  Asia,  West  Asia,  North  and 
South  America,  and  southern  Africa.24 

Seizure  statistics  also  show  an  interesting  pat¬ 
tern  in  the  concentration  of  drug  trafficking. 
Although  a  large  number  of  countries  report 
seizures,  the  bulk  of  trafficking  is  concentrated 
in  a  verysmall  number  of  countries.  Three-quar¬ 
ters  of  total  seizures  of  all  drugs,  on  average, 
take  place  in  just  five  countries  (see  Table  1). 

Finally,  seizure  statistics  enable  the  identification 
of  drug  trafficking  trends.  Through  the  1990s 
(from  1990/  91  to  1997/  98),  seizures  of  stimu¬ 
lants  (ATS  including  ecstasy)  grew  the  strongest. 
They  grew  in  volume  terms  by  an  annual  aver¬ 
age  of  18%,  compared  to  5%  for  heroin,  4%  for 
cannabis  and  2%  for  cocaine  (see  Figure  12). 


Table  1.  Concentration  of  Drug  Trafficking  1997/98 


Drug  %  age  of  total  seizures  in  five  largest  countries  Five  largest  countries 


Cannabis  herb 

71% 

Cannabis  resin 

76% 

Cocaine 

68% 

Opiates 

74% 

(heroin/  morphine) 

Stimulants 

75% 

U  nweighted  Average  73% 


Mexico,  USA,  South  Africa,  Colombia,  India 
Spain,  UK,  Pakistan,  Netherlands,  Morocco 
USA,  Colombia,  Mexico,  Spain,  Panama 
Islamic  Rep.  of  Iran,  People's  Rep.  of  China, 
T urkey,  Pakistan,  U  K 
UK,  Thailand,  U SA,  China,  Netherlands 
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BOX  1A:  Following  the  tracks:  U  sing  seizures  to  identify  trends. 

In  theforegoing  discussion,  seizureshave  been  interpreted  asa  direct  indicator  of  underlying  drug  trafficking  activities.  Is 
such  an  interpretation  correct?  Or  are  seizures,  in  reality,  no  more  than  an  indicator  for  the  activities  and  the  performance 
of  law  enforcement  agencies? 

Seizures  are,  in  fact,  a  reflection  of  both  the  success  of  enforcement  agencies  and  of  the  visible  tip  of  a  much  larger  ice¬ 
berg  of  drug  supply  and  trafficking.  This  'double  nature'  of  seizures  regularly  creates  confusion  in  the  interpretation  of 
such  statistics  for  the  identification  of  trafficking  trends.  The  principal  question  is  whether  increases  in  seizures  indicate 
more  trafficking. 

Short-term  changes  in  seizures  (for  example,  on  a  yearly  basis)  in  any  particular  country  without  additional  information 
(such  as  development  of  prices,  purities,  changes  in  law  enforcement  priorities  etc.)  are,  in  general,  not  a  reliable  indica¬ 
tor  for  changes  in  trafficking  activities.  Large  seizures  in  a  country  may  reflect  a  larger  volume  of  drugs  in  circulation;  but 
they  can  also  reflect  the  opposite:  because  the  large  seizure,  in  itself,  would  have  reduced  the  amount  of  drugs  available 
for  trafficking.  A  number  of  other  factors-  such  as  changes  in  the  level  of  police  activities,  changes  of  priorities,  of  funds 
made  available  for  investigations,  length  of  investigations,  changes  in  the  judicial  system  and  random  chance  (the 'luck 
factor')  of  law  enforcement  institutions  in  a  particular  year  influence  the  outcome,  and  can  offset  underlying  trafficking 
trends.  In  the  absence  of  such  detailed  additional  information,  price  data  can  help  to  gain  some  clarity  as  drug  markets - 
in  many  respects-  behave  similarly  to  licit  markets.  Rising  seizures  going  hand  in  hand  with  falling  prices  are  an  indica¬ 
tion  of  growing  drug  supply.  If  rising  seizures  go  hand  in  hand  with  rising  prices,  data  point  to  a  law-enforcement-induced 
contraction  of  the  market.6 

Over  longer  periods,  and  using  broader  geographical  units  (regional  or  global  level)  as  a  basis  for  investigation,  as  well  as 
some  simple  smoothing  techniques  (e.g.  two-year  or  three-year  averages  to  avoid  statistical  noise),  trends  in  seizures  do  tend 
to  correlate  positively  with  a  number  of  other  drug  indicators  that  are  linked  to  trafficking. 

For  instance,  drug  supply  and  trafficking  are  closely  correlated.  Thus,  if  seizures  are  a  good  indicator  for  trafficking  trends, 
seizures  and  supply  should  correlate  as  well.  This  seems  to  be  the  case.  The  correlation  coefficient  for  opium  production 
and  heroin  seizures  (based  on  a  3  year  moving  average)  and  the  correlation  coefficient  for  coca  leaf  production  and 
cocaine  seizures  (3  year  moving  average)  over  the  1980-1998  period  were  found  to  be  close  to  0.95.  (A  value  of  1.00  would 
signal  a  perfect  fit  (see  Figures  13  and  14)). 

Changes  in  demand,  in  general,  also  correlate  with  trafficking,  irrespective  of  whether  the  drug  market  is  considered  to  be 
demand-  or  supply-driven.  (The  larger  the  demand  for  drugs,  the  more  drugs  will  be  trafficked;  or  the  larger  the  supply,  the 
more  drugs  are  likely  to  be  consumed  and  thus  trafficked.)  If  variations  in  seizures  are  to  reflect  underlying  changes  in  traf¬ 
ficking  activities,  changes  in  demand  indicators  can  be  expected  to  correlate  with  seizures  as  well  (except  for  transit  countries). 

Some  empirical  evidence  points  in  this  direction.  For  instance,  data  for  the  European  U  nion  (the  largest  heroin  market  in 
economic  terms,  characterized  by  low  levels  of  transit  tradef),  show  that  there  is  a  strong  correlation  between  the  number 
of  acute  drug-related  deaths  (which  are  mostly  linked  to  opiate  abuse)  and  heroin  seizures  (Correlation  coefficient  of  R  = 
0.97  over  the  1985-1997  period;  see  Figure  15) .  In  other  words,  the  larger  the  supply  of  heroin,  the  better  are  the  chances 
to  seize  it;  but  the  overall  risk  of  death  from  heroin  abuse  is  also  greater.  Similarly,  in  the  world's  largest  marijuana  market 
(the  USA,  also  characterized  by  low  levels  of  transit  trade),  cannabis  herb  seizures  and  cannabis  use  among  high-school 
students,  were  found  to  correlate  strongly.9  (Correlation  coefficient  of  R=0.96  over  the  1978-1998  period;  see  Figure  16). 

All  of  this  suggests  that  seizure  statistics  -  even  without  additional  information  -  are  a  relatively  good  indicator  for  the 
identification  of  trafficking  trends  once  longer  periods  are  investigated. 


e)  This  is  true  unless  there  are  indications  that  the  price  hike  was  caused  by  a  massive  short-term  increase  in  demand.  In  general,  however, 
demand  for  drugs  moves  up  or  down  gradually.  The  implication  is  that  in  the  short  run,  the  demand  side  can  be  considered  to  be  almost 
constant.  Short-term  price  changes  are  thus  the  result  of  changes  on  the  supply  side:  increases  in  supply  as  trafficking  networks  extend 
their  operations,  or  contractions  of  the  market  due  to  seizures  and  dismantling  of  criminal  groups. 

f)  Drug  transit  trade  is  important  in  EU  countries,  if  considered  from  a  purely  national  perspective:  most  drugs  seized  are  actually  in  transit 
for  final  destination  in  a  neighbouring  country.  However,  from  a  broader  EU  perspective,  transit  trade  is  almost  negligible.  Drugsentering 
the  EU  are  usuallyfor  consumption  within  the  EU. 
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H  ow  can  th  is  positive  correlation  be  explained?  0  ne  obvious  cause  was  already  noted.  If  more  drugs  are  in  circulation,  the 
likelihood  of  seizures  increases  as  well,  i.e.  if  trafficking  increases,  seizures,  over  time,  are  likely  to  rise  as  well. h 

M  oreover,  many  of  the  factors  influencing  the  extent  of  seizures  in  the  short  term  (law  enforcement  budgets,  priorities  and 
know-how,  cooperation  with  partners  abroad,  etc.)  are  positively  correlated  with  trafficking  activities  in  the  long  run.  In 
many  countries,  larger  budgets  for  enforcement  institutions,  for  instance,  have  been  the  result  of  negative  effects  of  drug 
trafficking,  such  as  spill-overs  from  transit  traffic  into  domestic  markets;  increased  drug  related  morbidity  and  mortality; 
reduction  in  the  age  of  initiation;  increasing  levels  of  violence  and  drug  related  crime.  The  transmission  mechanism  from 
such  negative  effects  to  increases  in  drug  control  budgets  frequently  works  via  the  media.  As  public  pressure  builds,  the 
political  system  reacts  and  more  priority  is  given  to  the  drug  problem.  M  ore  funds  will  be  eventually  dedicated  to  drug  con¬ 
trol  activities  (on  both  the  supply  and  the  demand  sides)  in  order  to  secure  public  support.  In  some  of  the  transit  coun¬ 
tries  that  are  not  immediately  confronted  with  the  negative  effects  of  trafficking,  the  transmission  mechanism  often  works 
through  development  assistance  funds  earmarked  for  enforcement.  Such  funds  enable  the  police  to  make  more  seizures. 
Similarly,  a  constant  decline  in  trafficking  activities  would  make  it  difficult  for  policy  makers  to  defend  an  ever  larger  share 
of  scarce  resources  being  spent  on  interdiction.  Falling  budgets  may  accelerate  an  already  existing  trend  of  declining 
seizures,  but  -  except  under  special  conditions-  are  unlikely  to  'create'  such  a  trend  in  the  first  place. 

To  sum  up,  whatever  the  problems  with  the  interpretation  of  seizure  data  in  the  short-term,  trafficking  activities  remain 
the  key  underlying  parameter  to  explain  changes  of  seizure  data  in  the  long  run.  Both  theoretical  considerations  and 
empirical  evidence  support  this  view.  Several  parameters,  responsible  for  short-term  changes  in  seizures,  are  influenced  by 
changes  in  underlying  trafficking  activities.  Though  there  may  be  time-lags  between  increases  in  trafficking  and  increases 
in  seizures,  which  may  distort  the  picture  in  theshort  run,  time-lags  are  not  significant  once  longer  periodsare  considered 
and  data  are  smoothed  to  reduce  the  possibility  of  accidental  shifts  in  particular  years  (the  'luck  factor').  The  existence  of 
a  number  of  reinforcing  factors  suggest  that  changes  in  seizures  could  over-estimate  actual  increases,  or  decreases,  of  traf¬ 
ficking  in  the  short-term.  If  considered  over  any  prolonged  period  of  time,  however,  seizures  will  systematically  show  the 
underlying  trafficking  trend.1 


g)  Seizures  are  actually  linked  to  ’consumption’  (amounts  consumed)  rather  than  to  'prevalence'  (number  of  people  consuming).  In  most 
cases  the  differentiation  is  of  only  academic  interest  as  prevalence  rates  and  consumption  move  in  parallel.  There  are,  however,  cases 
in  which  the  differentiation  does  play  a  role.  For  instance,  no  positive  correlation  can  be  found  between  cocaine  seizures  and  cocaine 
prevalence  rates  in  the  USA  for  the  last  two  decades;  rising  cocaine  seizures  in  the  1980s  went  hand  in  hand  with  falling  prevalence  rates. 
At  the  same  time,  however,  a  number  of  indirect  'consumption  indicators',  such  as  cocaine  related  emergency  room  visits,  treatment 
demand  for  cocaine  abuse,  etc.  continued  rising  in  the  1980s  -  parallel  to  increases  in  seizures.  As  the  bulk  of  cocaine  is  consumed  by 
a  small  number  of  heavy  users  (whose  number  has  not  declined),  a  fall  in  the  prevalence  rate  of  cocaine  use  had  no  impact  on  overall 
consumption,  and  seizures  (reflecting  the  supplyside)  continued  rising. 

h)  The  link  between  changes  in  seizures  and  prevalence  rates  at  the  national  level  is  usually  less  strong  because  much  of  the  seizures  are 
drugs  in  transit.  Once  the  analysis  is  shifted  from  the  national  to  the  regional  level  where  transit  trade  plays  less  of  a  role,  long-term 
seizures  trends  do  reflect  changes  in  drug  consumption.  Although  this  is  not  necessarily  identical  with  changes  in  prevalence  rates.  Even 
if  prevalence  rates  decline  consumption  may  remain  high  and  continue  rising  for  a  number  of  years  as  hard-core  drug  addicts  tend  to 
consume  ever  larger  amounts  and  a  number  of  casual  users  become  hard-core  addicts. 

i)  Exceptions  to  this  rule  can  be  only  expected  in  countries  where  strongly  increasing  trafficking  and  high  levels  of  drug  addiction  are 
dwarfed  by  even  greater  social  problems  affecting  the  population  at  large. 
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Fig.  IB:  Global  production  of  opium  and 
global  heroin  seizures*:  1980-98 
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*  3-year  average.  Correlation  coefficient  R=0.948 

Source:  UNDCP,  DELTA. 


Fig.  14:  Global  production  of  coca  leaf  and 
global  cocaine  seizures*:  1980-98 
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*  3-year  average.  Correlation  coefficient  R=0.954 

Source:  UNDCP,  DELTA. 


Fig.  15:  Heroin  seizures* *  and  acute  drug-related  Fig.  16:  Cannabis  herb  seizures*  and  cannabis  use 
deaths  in  the  European  Union:  1985-97  among  12th  graders  (past  month)  in  the 
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Source:  UNDCP,  DELTA. 


38 


Heroin 

Though  heroin  trafficking  showed  an  upward 
trend  over  the  last  three  decades,  it  grew  less 
rapidly  in  the  1990s  than  in  the  1980s  ( Map  3 
shows  patterns  and  trends  in  the  1990s).  Aver¬ 
age  annual  growth  in  heroin  seizures  amounted 
to  25%  per  annum  in  the  1980s  and  fell  to  5% 
over  the  1990-98  period  (see  Figure  17). 

Most  regions  of  the  world  were  affected  by 
increasing  levels  of  trafficking  in  opiates  over 
the  last  decade.  Seizures  of  heroin  and  mor¬ 
phine  combined  almost  tripled,  to  54.8  tonnes 
p.a.  in  1997/98  reflecting  greater  interdiction 
efforts  in  countries  along  the  main  trafficking 
routes. 

Figure  18  shows  a  clear  geographical  concentra¬ 
tion  of  heroin  and  morphine  trafficking.  More 
than  70%  of  all  seizures  of  heroin  and  morphine 
continue  to  be  made  in  Asia.  This  is  followed  by 
Europe  (23%),  and  the  Americas  (4%). 


Despite  a  proliferation  of  opiate  trafficking  routes 
from  Afghanistan,  more  than  half  of  world  heroin 
and  morphine  seizures  in  1997/ 98  were  made  in 
South-West  Asia,  notably  in  the  Islamic  Repub¬ 
lic  of  Iran,  whose  share  in  global  seizures  rose 
from  9%  in  1987/  88  to  42%  in  1997/  98.  In 
1999,  seizures  of  heroin  morethan  doubled,  and 
overall  heroin/  morphine  seizures  in  Iran  grew 
by  a  quarter  over  the  1997/  98  average,  reflect¬ 
ing  the  massive  increase  of  opium  production 
in  neighbouring  Afghanistan,  the  increasing  use 
of  Iranian  territory  by  drug  trafficking  organi¬ 
zations,  and  the  priority  given  by  the  Iranian 
authorities  to  drug  interdiction. 

Europe  accounted  for  23%  of  all  opiate  seizures 
in  1997/  98.  Most  of  these  took  place  in  Western 
Europe,  includingTurkey,  accounting  for  about 
20%  of  global  total.  Seizures  in  the  European 
Union  doubled  over  the  last  decade,  though 
the  EU's  share  in  global  seizures  has  been 
falling  with  the  stabilization  of  the  West 


Fig.  17:  Global  heroin  seizures  in  tonnes 
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Map  3.  Patterns  and  trends  in  heroin  and  morphine  trafficking  in  the  1990s 
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Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


Fig.  18:  Heroin  and  morphine  seizures: 

in  tonnes  and  as  a  percentage  of  total 

tonnes 


Source:  UNDCP,  DELTA. 


European  heroin  market  in  the  late  1990s.  With¬ 
in  the  EU ,  seizuresin  the  U  K  increased  bymore 
than  80%  in  1999. 25  This  is  significant  because 
the  U  K  already  accounted  for  almost  a  third  of 
all  heroin/  morphine  seizures  of  the  EU  in 
1997/  98,  more  than  the  Netherlands  (one  fifth) 
and  Germany  (one  eighth). 

Over  the  last  decade,  heroin  and  morphine 
seizures  tripled  in  Turkey.  The  country  also 
emerged  as  a  final  destination  and  transit  ter- 
ritoryfor  oneof  heroin'smain  precursor  chem¬ 
icals,  acetic  anhydride,  produced  in  Europe  and 
trafficked  to  South-West  Asia.26  Most  of  the 
morphine/  heroin  crossing  Turkey  is  shipped 
along  the  Balkan  route-  identified  asthetran- 
sit  route  for  over  80%  of  heroin  seized  in 
Europe  in  199927  -  to  final  destinations  in  the 
countries  of  the  European  U  nion  and  the 
European  Free  Trade  Association.  Markets  in 
Eastern  Europe  are  developing  as  well,28  and 
an  ever  increasing  part  of  total  heroin  ship¬ 
ments  are  actually  consumed  in  countries 
along  the  main  trafficking  routes.  This  is  par¬ 


ticularly  true  for  Iran,  Pakistan,  the  Central 
Asian  countries,  parts  of  the  Russian  Federa¬ 
tion,  as  well  assomecountriesalongthe  Balkan 
route,  notably  Bulgaria. 29 

Seizures  in  Pakistan,  on  the  eastern  border  of 
Afghanistan,  accounted  for  9%  of  global 
heroin/ morphine  seizures  in  1997/  98,  i.e. 
almost  as  much  as  all  seizures  in  the  countries 
of  the  European  Union.  In  contrast  to  rapidly 
rising  seizures  in  Iran  and  Turkey  over  the  last 
decade,  seizures  in  Pakistan  declined  between 
1987/  88  and  1997/  98  by  about  a  fifth,  and 
only  rose  again  strongly  in  1999  as  traffickers  - 
following  Afghanistan's  bumper  harvest30  - 
used  all  available  routes  to  ship  opium,  mor¬ 
phine  and  heroin  out  of  the  region.  The 
decline  before  1999  may  be  explained  by  the 
sharp  reduction  in  domestic  opium  supply  in 
Pakistan  and  a  reorientation  of  Afghan  traf¬ 
ficking  activities  to  the  Islamic  Republic  of  Iran 
and  to  the  Central  Asian  countries.  Seizures  in 
the  five  Central  Asian  Republics  rose  from  neg¬ 
ligible  levels  a  few  years  ago  to  3%  of  global 
seizures  in  1997/  98.31 

Seizures  of  heroin  and  morphine  in  India  have 
fallen  by  more  than  60%  over  the  last  decade, 
leadingto  adeclinein  theoverall  shareof  South 
Asia,  in  global  seizures  of  opiates,  to  only2%  in 
1997/  98.  Some  of  the  decline  may  be  due  to 
improved  controlsover  licit  opium  production  - 
India  isthe  world's  largest  licitopium  producer 
-  which  reduced  diversions  into  illegal  markets. 

Thesecond  largest  concentration  of  trafficking 
in  Asia  takes  place  in  the  countriesof  South-East 
Asia  (about  16%  of  global  seizures)  where  some 
marked  changes  in  the  trafficking  patterns 
have  occurred.  T raditionally,  the  main  outlet  of 
heroin  was  the  so  called  Golden  T  riangle.  Thai¬ 
land  accounted  for  almost  60%  of  all  seizuresof 
opiates  in  South-East  Asia  in  the  late  1980s;  by 
1997/  98  this  proportion  had  fallen  to  just  5%. 
In  parallel,  seizures  in  the  People's  Republic  of 
China  (excluding  H ong  Kong  SAR)  rose  from 
4%  in  1987/  88  to  77%  in  1997/  98,  equivalent 
to  12%  of  global  seizures.  Much  of  this  heroin 


41 


was  smuggled  directly  from  M  yanmar  to  China, 
for  re-export  to  North  America  (often  via  Hong 
Kong  SAR  and  Taiwan  Province  of  China)  but 
increasinglyfor  domestic  consumption  in  China 
itself.32  In  1999,  however,  the  strong  decline  of 
opium  production  in  the  region  due  to  poor 
weather  conditions  led  to  a  fall  in  trafficking, 
reflected  in  falling  seizures  of  opiates.  Heroin 
seizures  in  Myanmar  fell  by  one  third  in  1999, 
those  in  China  fell  -  from  a  record  level  in 
1998  -  almost  30%  in  1999  and  seizures  in  the 
countries  of  South-East  Asia,  excluding  China, 
declined  by  more  than  15%  on  a  year  earlier.33 

In  North  America,  which  accounted  for  about 
3%  of  global  seizures  in  heroin  and  morphine 
in  1997/  98,  the  main  sources  of  supply  have 
changed  significantly  in  recent  years.  Until  the 
mid-1990s,  the  US  market  was  dominated  by 
heroin  from  South-East  Asia.  As  of  the  mid- 
1990s,  however,  high  qualityColombian  heroin 
began  to  takeover  the  US  market,34  notably  the 


Fig.  19:  Global  cocaine  seizures  in  tonnes 
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cities  of  the  east  coast  which  have  the  largest 
heroin  consumption  in  the  country.  With  lower 
quality,  but  cheaper,  Mexican  heroin  in  the 
south-west,  more  than  60%  of  the  heroin  seized 
in  the  U  SA  was  found  to  have  originated  in 
Latin  America  over  the  1995-99  period.35 

Cocaine 

Cocaine  trafficking  followed  a  trend  similar  to 
heroin:  strong  growth  in  the  1980s,  slowing 
considerably  in  the  1990s  (Map  4  shows  pat¬ 
terns  and  trends  in  the  1990s).  Seizures  of  co¬ 
caine  rose  by  38%  p.a.  in  the  1980s  and  by  just 
3%  p.a.  over  the  1990-98  period  following  the 
stabilization  of  cocaine  output  (see  Figure  19) . 

The  highest  growth  rates  over  the  decade 
1987/  88  to  1997/  98  were  reported  by  countries 
in  Eastern  Europe  (77%  p.a.)  and  Africa  (59% 
p.a.),  reflecting  both  low  baseline  levels  and 
the  proliferation  of  trafficking  routes  from  the 
Andean  countries  to  Europe  and  rising  levels 


*  preliminary 
Source:  UNDCP,  DELTA. 
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Map  4.  Patterns  and  trends  in  cocaine  trafficking  in  the  1990s 
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Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


Fig.  20:  Cocaine  seizures:  in  tonnes  and  as  per¬ 
centage  of  total 
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Source:  UNDCP,  DELTA. 


of  consumption  along  these  routes.  Cocaine 
seizures  in  the  Republic  of  South  Africa,  for 
instance,  rose  by  77%  p.a.  over  the  decade. 

Ninety  seven  per  cent  of  all  European  cocaine 
seizures  still  take  place  in  Western  Europe 
( 1997/  98) .  T  h  e  bu  I  k  of  th  ese  sh  i  p men  ts  are  traf¬ 
ficked  from  the  Andean  region  via  the  Carib¬ 
bean  or  via  a  few  other  South  American 
countries  such  as  Brazil,  Argentina,  Ecuador, 
Venezuela  and  Paraguay.  The  proportion  of 
global  cocaine  seizures  being  made  in  Europe 
rose  from  3%  (1987/  88)  to  11%  (1997/98), 
equivalent  to  an  average  annual  growth  rate  of 
21%,  and  a  record  number  of  seizures  in  1999. 

The  largest  cocaine  seizures  in  Europe  over  the 
last  few  years  took  place  in  Spain  and  the  Nether¬ 
lands,  thetwo  main  pointsof  entryfor  cocaine. 
These  two  countries  accounted  for  63%  of  all 
European  cocaine  seizures  in  1997/  98. 1  n  addi¬ 
tion,  the  UK,  Germany,  Italy,  Belgium,  France 
and  Switzerland  have  emerged,  particularly  in 


1999,  as  important  points  of  entry  and  centres 
of  cocaine  consumption  in  Europe.  Moreover, 
large  cocaine  seizures  in  1999  were  reported 
from  seaports  in  the  Nordic  and  the  Baltic  coun¬ 
tries  as  well  as  by  countries  in  south-eastern 
Europe  as  criminal  groups,  already  involved  in 
heroin  and  cannabistrafficking,  expanded  into 
cocaine  as  well.36 

In  contrast  to  North  America,  the  European 
cocaine  trade  is  not  a  well  organized  one.  Dis¬ 
tribution  is  still  in  pockets,  rather  than  linked 
in  chains  of  professional  dealers.  As  cocaine 
abuse  spreads,  however,  the  involvement  of 
organized  crime  increases.  There  is  evidence 
from  Interpol  of  Albanian  and  Nigerian  crimi¬ 
nal  groups  being  associated  with  the  cocaine 
trade.37  The  traditional  links  between  Colom¬ 
bian  cocaine  suppliers  and  the  Italian  mafia38 
as  well  asRussian  criminal  groupsalso  pointto- 
wards  a  more  organized  cocaine  trade  emerg¬ 
ing  in  Europe.39 

The  large  portion  of  cocaine  trafficking  con- 
tinuesto  take  place  in  the  Americas  where  88% 
of  all  cocaine  seizures  were  made  in  1997/  98 
(see  Figure  20).  The  USA  is  still  the  world's 
largest  market  for  cocaine  and  responsible  for 
almostathird  of  all  cocaine  seizures  worldwide 
(31%  in  1997/ 98),  ahead  of  Colombia  (21%), 
the  world's  largest  producer  of  cocaine,  and 
Mexico  (8%) .  Among  the  Andean  countriesCo- 
lombia  accounts  for  almost  80%  of  all  cocaine 
seizures,  reflecting  the  efforts  by  the  Colom¬ 
bian  authorities  against  drug  trafficking  and 
high  levels  of  manufacture  in  the  country. 
(According  to  I  nterpol,  almost  80  per  cent  of  the 
world's  cocaine  is  refined  in  Colombia).40 

The  strongest  growth  rates  in  cocaine  seizures 
over  the  last  decade  in  the  Americas,  with  the 
exception  of  Canada,  were  reported  by  coun¬ 
tries  neighbouring  the  main  cocaine  manufac¬ 
turing  centres  in  the  Andean  region,  Chile, 
Ecuador,  thecountriesof  Central  America,  Ven¬ 
ezuela  and  Paraguay.  The  increase  reflects  a 
general  trend  toward  less  direct  trafficking  (by 
air)  from  the  production  centres  to  the  main 


44 


consumer  markets,  with  neighbouring  countries 
increasingly  being  used  to  circumvent  stricter 
controlsin  thecountriesof  final  destination.  In 
1998/  99  Venezuela  and  Brazil  both  experi¬ 
enced  an  increase  in  trafficking,  by  maritime 
containers  and  by  air. 

Another  trend  has  been  a  certain  shift  in  traf¬ 
ficking  from  the  Caribbean  region  to  Mexico 
following  the  creation  of  the  North  American 
Free  Trade  Association  and  of  the  temporary 
void  created  by  the  dismantling  of  some  of  the 
Colombian  drug  cartels  in  the  first  half  of  the 
1990s.  Colombian  groups,  in  general,  seem  to 
prefer  shipping  the  cocaine  by  air  from  Colom¬ 
bia  (or  neighbouring  countries)  to  the  USA  - 
or  by  boat  via  the  Caribbean  region.  The  Mex¬ 
ican  groups  -  first  on  behalf  of  Colombian 
groups  but  increasingly  independent  from  them 
-  market  cocaine  via  the  south-western  states 
of  the  USA.  Asa  result,  groups  operating  from 
Mexico  now  largely  control  much  ofthe  whole¬ 
sale  cocaine  distribution  in  the  West  and  mid¬ 
west  of  theU  SA.  Mexico'scocaineseizures,  which 
used  to  be  of  the  same  size  as  those  reported  by 
the  Caribbean  countriesa  decade  ago  (1987/  88) 
were  more  than  twice  as  large  in  1997/  98, 41 
making  M  exico  one  of  the  main  cocaine  tran¬ 
sit  countries  in  the  world. 

In  per  capita  terms,  cocaine  seizures  in  the 
Caribbean  region  are  still  larger  than  those  of 
Mexico,  underlining  the  Caribbean's  continu¬ 
ing  significance  as  a  major  transit  point  of 
cocaine  destined  for  the  United  States,  and 
increasingly  for  Western  Europe.42  Indeed,  it  is 
mainly  as  a  consequence  of  rising  cocaine  traf¬ 
ficking  to  Western  Europe  that  the  Caribbean 
region  has  regained  importance  in  more 
recent  years. 

Rising  levelsof  cocaine  trafficking  within  Latin 
America,  and  the  use  of  countries  neighbour¬ 
ing  the  Andean  ones  for  trans-shipment  pur¬ 
poses,  has  led  to  the  emergence  of  important 
cocaine  consumer  markets  in  Central  and  South 
America.  By  contrast,  the  spread  of  cocaine 
abuse  among  the  general  population  in  the 


USA  fell  over  the  last  decade,43  and  cocaine 
seizures  in  the  USA,  despite  a  large  and  rapidly 
growing  budget  for  drug-related  law  enforce¬ 
ment  activities,44  grew  by  just  3%  p.a.  over  the 
1987/  88-1997/  98  period,  and  generally  stabi¬ 
lized  in  the  1990s. 

Cocaine  trafficking  does  take  place  outside  the 
America-Africa-Europe  triangle  and  seizures 
even  grew  over  the  last  decade.  Nonetheless, 
the  amounts  trafficked  are  still  modest,  and 
there  are  no  indicationsof  an  important  cocaine 
market  emerging  in  Asia.  The  situation  is 
slightly  different  in  Australia  where  rising  levels 
in  trafficking  went  hand  in  hand  with  rising 
levels  of  cocaine  use  over  the  last  few  years.45 
The  largest  seizures  outside  the  main  cocaine 
trafficking  regions  have  been  made  in  recent 
years  in  Hong  Kong  SAR,  Australia,  Israel  and 
Lebanon. 

Cannabis  herb 

The  largest  seizures,  both  in  terms  of  volume 
and  number  of  cases  worldwide  are  reported  for 
cannabis.  At  the  global  level,  cannabis  herb 
(marijuana)  istrafficked  mainly  in  the  Americas 
and  Africa  and  cannabis  resin  is  trafficked 
mainly  in  Europe,  northern  Africa  and  South- 
West  Asia.46 

Trafficking  in  cannabis  herb  is  more  wide¬ 
spread  than  trafficking  in  any  other  substance 
(see  Map  5).  Following  strong  increases  in  the 
1960s  and  1970s,  it  showed  a  marked  downward 
trend  in  the  1980s.  This  was  mainly  related  to 
the  strong  decline  of  marijuana  consumption  in 
the  world's  largest  marijuana  market,  the 
USA47  and  the  strong  eradication  efforts  in 
Latin  America.  Rapidly  rising  demand  in 
Europe48  caused  trafficking  in  cannabis  herb  to 
pick  up  again  in  the  first  half  of  the  1990s  but 
in  the  second  half  of  the  decade,  seizures 
remained  stable  (see  Figure  21). 

The  Americas  accounted  for  72%  of  all  can¬ 
nabis  herb  seizures  in  1997/  98  ( see  Figure  22) . 
More  than  60%  of  global  seizures  were  made  in 
North  America,  including  Mexico.  The  largest 
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Map  5.  Patterns  and  trends  in  cannabis  herb  trafficking  in  the  1990s 
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Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


Fig.  21:  Cannabis  herb  seizures  in  tonnes 
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Fig.  22:  Seizures  of  cannabis  herb  in  tonnes  and 
as  a  percentage  of  total 
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seizures  in  the  Americas  have  been  reported  by 
Mexico  (35%  of  all  seizures  in  1997/98),  the 
United  States  (25%)  and  Colombia  (3.5%).49 
Mexico  continues  to  be  the  main  source  of 
herbal  cannabis  in  the  USA  and  over  half  the 
total  amount  seized  in  the  USA  in  1999  was 
along  the  south-west  border  with  M  exico.50 

Over  the  last  decade  cannabis  herb  seizures  have 
increased  significantly  in  Mexico,  the  Central 
American  countries,  Brazil  and  Paraguay;  but 
theyfell  strongly  in  Colombia  and  in  the  Carib¬ 
bean  region.  Asa  result,  overall  seizures  of  can¬ 
nabis  herb  in  Latin  America  declined  (-2.6% 
p.a.  over  the  last  decade) .  By  contrast,  they  in¬ 
creased  slightly  in  the  USA  and  Canada  (2.7% 
p.a.),  reflecting  inter  alia  the  growing  impor¬ 
tance  of  domestically  grown  cannabis,  (and 
exports  from  Canada  to  the  U  SA)  ,51  A  growing 
proportion  of  cannabis  produced  in  South  Am¬ 
erica  is  consumed  within  the  region,  though 
not  necessarily  within  the  same  country.  Para¬ 
guay,  for  instance,  has  emerged  as  an  impor- 
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tant  production  site  for  cannabisherb  consumed 
in  neighbouring  countries. 

Overall  seizures  of  cannabisherb  in  Africa  (14% 
of  the  total  in  1997/  98)  are  twice  as  large  as 
those  reported  from  Europe.  The  largest  seiz¬ 
ures  were  reported  from  Egypt,  Ghana,  Kenya, 
Lesotho,  Malawi,  Mauritius,  Morocco,  Nigeria, 
Republic  of  South  Africa,  Senegal,  Swaziland 
and  the  U  nited  Republic  of  Tanzania.52 

In  southern  Africa,  large-scale  eradication  of 
cannabis  in  the  South  African  Republic  in  the 
mid-1990s  meant  that  overall  cannabis  herb 
seizures  are  down  from  a  decade  ago.  The 
Republic  of  South  Africa  continues  to  report 
the  third  largest  seizures  of  cannabis  herb 
worldwide  after  Mexico  and  the  USA,  and  a 
significant  proportion  of  domestic  production 
continues  to  be  exported.53  Individual  seizure 
statistics  show  that  in  1998  South  Africa  was 
the  third  largest  source  of  cannabis  herb  in 
North  America  and  the  second  largest  source 
of  such  substances  seized  in  Western  Europe 
in  1999.  High  growth  rates  in  cannabis  herb 
seizures  over  the  last  decade  were  also  reported 
by  countries  in  Central  and  Western  Africa  (14% 
p.a.)  and  in  Eastern  Africa  (13%  p.a.)  reflect¬ 
ing  increasing  domestic  production,  consump¬ 
tion  and  exports,  mainly  to  markets  in  Western 
Europe.  Most  of  the  West  African  cannabis 
herb  seized  in  Europe  in  1998  and  1999  was 
identified  to  have  originated  in  Ghana  and,  to 
a  lesser  degree,  Senegal.54 

The  strongest  growth  rates  in  cannabistraffick¬ 
ing  in  the  1990s,  in  line  with  strong  increases  in 
cannabis  use  among  youth,  were  seen  in  Europe: 
they  grew  16%  p.a.  between  1987/  88  and 
1997/  98.  Though  the  bulk  of  cannabis  traffick¬ 
ing  affects  Western  Europe,  growth  has  been 
strongest  in  Eastern  Europe  (28%  p.a.)  The 
largest  seizures  in  1997/  98  were  reported  from 
the  Netherlands  (though  cannabis  sales  within 
Netherlands  are  de  facto  decriminalized  at  the 
retail  level),  Italy,  the  U  K  (which  has  Europe's 
highest  prevalence  rate  of  cannabis  use)  and 
the  Russian  Federation.  Much  of  the  rise  in 


herbal  cannabis  traffic  in  Western  Europe  in 
recent  years  was  linked  to  cannabis  grown  in 
Albania  which  was  trafficked  to  Greece  and  to 
Italy  for  further  distribution  throughout  Eur¬ 
ope.55  Individual  seizure  statistics  show  that 
Albania  was  the  main  source  of  cannabis  seized 
in  Western  Europe  in  1998  and  1999. 56 

Cannabis  herb  seizures  in  Asia  (6%  of  the 
total)  rose  throughout  the  1990s  (3%  p.a.). 
Increased  trafficking  was  notable  in  Central 
Asia  (mostly  for  trafficking  to  the  Russian  Fed¬ 
eration)57  and  in  South-East  Asia  (mostly 
directed  towards  Western  Europe).  Cambodia 
emerged  as  a  major  new  exporter  of  cannabis 
herb  in  the  1990s.58  For  South  Asia,  tradition¬ 
al  ly  the  largest  production,  trafficking  and  con¬ 
sumption  region  for  cannabis  herb  in  Asia,59 
trends  are  less  clear.  Reported  cannabis  herb 
seizures  reached  a  record  high  in  Nepal  in 
1987,  in  Sri  Lanka  in  1993  and  in  I  ndia  in  1994. 
Overall  seizures  in  South  Asia  in  1997/  98 
turned  out  to  be  lower  compared  to  a  decade 
earlier,  higher  compared  to  the  early  1990s 
( 1990/  91)  and  again  lower  if  compared  to  the 
peak  in  1993/  94. 

Cannabis  herb  seizures  in  Oceania  grew  by  an 
average  9%  p.a.  between  1987/  88  and  1997/  98, 
the  second  highest  growth  rate  after  Europe. 
Though  seizures  are  not  particularly  large  in 
absolute  terms,  they  are  almost  30%  higher 
than  in  Europe,  in  per  capita  terms,  with  96% 
taking  place  in  Australia.60 

Cannabis  resin 

Trafficking  in  cannabis  resin  has  shown  an 
upward  trend  throughout  the  last  three  decades: 
though  seizures  growth  fell  from  14%  p.a.  in 
the  1980s  (1980-90)  to  an  average  5%  p.a.  in 
the  1990s  (1990-98).  This  was  still  twice  the 
growth  rate  for  cannabis  herb  seizures  (see 
Map  6  and  Figure  23). 

M  uch  of  the  global  increase  in  cannabis  resin 
trafficking  wasdueto  a  rapidlygrowing  market 
in  Europe.  Seizures  in  Europe  grew  over  the 
1987/  88-1997/  98  period  by  14%  p.a.,  twice  as 
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Fig.  23:  Cannabis  resin  seizures  in  tonnes 
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Fig.  24:  Seizures  of  cannabis  resin  in  tonnes 
and  as  a  percentage  of  total 
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Source:  UNDCP,  DELTA. 


fast  as  at  the  global  level  (7%  p. a.).  The  bulk  of 
all  cannabis  resin  is  now  seized  in  Europe  (75% 
of  total  in  1997/ 98;  (see  Figure  24),  mostly  in 
Spain  (41%  of  total),  the  UK  (11%),  the  Nether¬ 
lands  (8%)  and  France  (6%).  In  comparison, 
cannabis  resin  seizure  in  the  USA  accounts  for 
just  0.1%  of  total  seizures.61 1  n  contrast  to  other 
drugs,  which  are  trafficked  into  Europe  by  many 
non-European  criminal  groups,  hashish  is  to  a 
large  extent,  smuggled  in  by  various  European 
criminal  groups.62 

Large  cannabis  resin  seizures  outside  Europe 
take  place  only  in  the  main  countries  of  origin, 
Morocco  (7%)  and  Pakistan  (9%).  Morocco  ac¬ 
counts  for  more  than  85%  of  all  cannabis  resin 
seizures  in  Africa,  and  Pakistan  for  almost  70% 
of  all  cannabis  resin  seized  in  Asia.63  Most  of 
the  resin  seized  in  Pakistan  is  of  either  domes¬ 
tic  or  Afghan  origin.  Afghan  hashish  is  col¬ 
lected  in  Pakistan  and  transported  by  sea  to 
Europe,  North  America,  the  Persian  Gulf  and 
Australia;64  some  of  it  goes  overland,  through 


49 


Map  6.  Patterns  and  trends  in  cannabis  resin  trafficking  in  the  1990s 
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Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


Iran  and  Turkey,  to  the  main  market  in  Europe. 
The  next  largest  seizures  take  place  in  Central 
Asia  ( 1.5%  of  total),  which  isthe  main  source  of 
cannabis  resin  for  the  Commonwealth  of  Inde¬ 
pendent  States'  countries,  and  which  is  increas¬ 
ingly  used  to  trans-ship  Afghan  hashish.65 

Overall  cannabis  resin  seizures  in  Asia  showed 
a  marked  decline  over  the  last  decade  (-5% 
p.a.),  mainlydueto  falling  seizuresin  Pakistan. 
Cannabis  resin  seizures  in  the  other  countries 
of  South  Asia  also  fell  over  the  1987/  88-97/  98 
period,  though  they  remained  basically  stable 
in  the  1990s,  and  at  significantly  lower  levels 
than  those  reported  from  Pakistan.  The  decline 
in  seizures  in  the  Middle  East  (-17%  p.a.)  can 
be  directly  linked  to  successful  eradication  in 
the  Bekaa  Valley  of  Lebanon  in  the  early 
1990s.66 

Cannabisresin  seizuresgrew  in  Africa  by  7%  p.a. 
over  the  last  decade,  with  seizures  in  Morocco 
rising  by  22%  p.a.  Morocco  was  an  important 
supplier  of  hashish  to  Europe  throughout  the 
1980s,  but  emerged  as  the  main  supplier  in  the 
1990s.67  In  1999,  Interpol  reported  that  over 
90%  of  traceable  seizures  of  cannabis  resin  in 
Europe  originated  in  Morocco.68 

The  more  moderate  growth  of  cannabis  resin 
seizures  in  North  Africa  as  a  whole  (6%  p.a.)  is 
also  linked  to  supply  reduction  in  the  Middle 
East.  Seizures  in  Egypt,  which  in  1987/  88  were 
the  fourth  largest  worldwide,  declined  mark¬ 
edly  in  the  1990s.  The  decline  has  generally 
been  seen  asa  reflection  of  reduced  exports  from 
Lebanon.  Egypt  was  traditionally  one  of  the 
main  markets  for  hashish  and  was  among  the 
first  countries  to  restrict  its  use,  and  bring  it 
under  international  control.69 

Amphetamine-type  stimulants 

Trafficking  in  amphetamine-type  stimulants 
(ATS)  grew  more  strongly  than  that  of  any  other 
drug  category  over  the  last  decade.  ATS  seizures, 
excluding  ecstasy,  quadrupled  over  the  1990-98 
period,  while  seizuresof  heroin  or  cocaine  rose 
by  less  than  50%. 


ATS  seizures  increased  from  12%  p.a.  in  the 
1980s  to  19%  p.a.  in  the  1990s  (see  Figure  25 
and  Map  7).  If  substances  of  the  'ecstasy1  group 
(MDMA,  MDA,  MDME.  etc.)  were  included, 
growth  in  ATS  seizures  would  have  been  even 
larger.  U  nder  current  reporting  practices,  how¬ 
ever,  ecstasy  is  put  under  the  category  of  ‘other 
hallucinogens,'  and  thus  is  not  included  in 
statistics  on  ATS. 

Increases  in  ATS  trafficking  in  the  1980s  were 
limited  to  a  few  regions  (North  America  and  a 
few  countries  in  East  and  South-East  Asia,  the 
Middle  East  and  West  Africa).  They  were  of  a 
local  nature,  and  interestingly  occurred  across 
very  diverse  social  groups:  biker  gangs  in  the 
U  SA;  fishermen,  truck  drivers  and  sex  workers 
in  East  and  South-East  Asia,  and  students  in 
Europe  and  the  Americas.  This  changed  in  the 
1990s  when  ATS  consumption  began  to  prolif¬ 
erate  among  youth  in  general,  through  recre¬ 
ational  use  in  the  music,  dance  and  rave  sub¬ 
culture.70  Unlike  most  previous  drug  epi¬ 
demics,  this  was  not  confined  to  a  marginal 
population  but  spread  among  mainstream 
youth  from  all  social  classesand  backgrounds.71 
In  the  1990s,  the  ATS  became  what  cocaine 
had  been  in  the  previous  decade:  the  key 
growth  sector  in  the  global  drug  market.  This 
was  reflected  in  both  seizure  statistics  and 
consumption  data. 

In  the  late  1990s,  there  were  some  signs  of  slow¬ 
ing  growth  in  some  of  the  main  consumer  mar¬ 
kets  of  Western  Europe  and  North  America. 
This  has  been,  however,  offset  by  an  accelera¬ 
tion  of  trafficking  in  previously  less  developed 
ATS  markets.72 

ATS  trafficking  is  concentrated  in  threeregions: 
East  and  South-East  Asia  (41%  of  total  ATS 
seizures  in  1997/  98),  Western  Europe  (38%) 
and  North  America  (16%).  In  addition,  Aus¬ 
tralia  (1.5%)  is  an  important  market  for  ATS  in 
the  Oceania  region  (see  Figure  26). 

The  U  K  isthe  main  ATS  market  in  Europe,  rep¬ 
resenting  20%  of  global  seizures  in  1997/  98. 
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Index:  1990=100 


Fig.  25:  Trafficking  trends: 

Global  seizures:  Index:  1990=100 


400 


Source:  UNDCP,  DELTA. 


Fig.  27:  Seizure  of  amphetamine-type  stimulants* 
in  tonnes  and  as  a  percentage  of  total 

tonnes 


*  Seizures  in  weight  terms  (grams),  volume  terms 
(litres)  and  units  transformed  at  lg=lm; 
lunit=10mg;  excluding  seizures  of  substances 
of  the  ‘ecstasy’  grou  p. 

Source:  UNDCP,  DELTA. 


Fig.  26:  Amphetamine-type  stimulant  seizures* 


tonnes 
14  - 


76  78  ’80  '82  '84  '86  ’88  '90  '92  '94  '96  '98 

*  Seizures  in  weight  terms  (grams),  volume  terms  (litres) 
and  units  transformed  atlg=lml;  lunit=10mg; 
excluding  seizures  of  substances  of  the ‘ecstasy’ group. 

Source:  UNDCP,  DELTA. 

A  concentration  of  trafficking,  given  the  size 
and  population  of  the  countries,  isfound  in  the 
Benelux  countries  (13%),  notably  in  the 
Netherlands  ( 11%)  which  is  an  important 
manufacturing  site  for  these  substances.  Smaller 
though  still  important  markets  are  in  the  Nordic 
countries  (3%),  Germany  (2%),  France  (1.5%) 
and  Spain  (1%).  Close  to  two  thirds  of  all 
European  seizures  in  1998/  99,  in  which  origin 
of  the  ATS  could  be  determined,  were  traced 
back  to  the  Netherlands,  15%  to  manufacture  in 
Poland  and  12%  to  manufacture  in  Belgium.73 

The  North  American  ATS  market  isdominated 
by  the  USA,  which  represents  14%  of  global 
seizures.  There  is  a  concentration  of  manufac¬ 
ture,  trafficking  and  abuse  of  meth amphetamine 
in  south-western  statesof  the  country  although 
over  the  last  few  years  this  has  been  spreading 
towards  the  centre  and  the  east  of  the  country 
as  well.74 
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Map  7.  Patterns  and  trends  in  amphetamine-type  stimulants  trafficking  in  the  1990s 
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Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


Establishing  the  relative  size  of  markets  in  East 
and  South-East  Asia  isdifficult  because  seizures 
tend  to  fluctuate  strongly  from  year  to  year.  In 
1997/  98,  Thailand  reported  the  largest  amounts 
seized  (19%  of  global  seizures),  followed  by  the 
People's  Republic  of  China  (11%),  the  Philip¬ 
pines  (3%),  Japan  (3%),  Special  Administrative 
Region  of  Hong  Kong,  (1%)  and  Myanmar 
(1%). 75  Other  important  locationsfor  ATS  traf¬ 
ficking  are  Taiwan,  Province  of  China,  and  the 
Republic  of  Korea. 

While  methamphetamine  is  the  main  ATS  in 
the  East  and  South-East  Asia  and  North  Amer¬ 
ica,  amphetamine  and  ecstasy  dominate  the 
European  market.  Trafficking  in  metham¬ 
phetamine  is  still  very  limited  in  Europe,  except 
for  the  Czech  Republic  where  it  is  produced, 
trafficked  and  consumed  under  the  name  of 
'pervitin'.  Much  of  the  trafficking  in  East  Asia 
and  Hawaii  is 'ice'  (high-purity  methampheta¬ 
mine  that  is  smoked) .  The  methamphetamine 
trafficked  in  S.E.  Asia  is  lower-purity,  and  mixed 
with  other  products  in  tablet  form.  Metham¬ 
phetamine  in  the  USA  is  frequently  injected.76 

Methcathinone (locally known  as'ephedrone') 
is  frequently  trafficked  in  the  countries  of  the 
former  Soviet  U  nion.  By  contrast,  the  ATS  con¬ 
sumed  in  South  America  are  usually  not  traf¬ 
ficked;  they  are  mostly  anorectics  (weight-loss 
drugs),  sold  in  pharmacies  often  without 
proper  prescriptions.77  This  explains  the  high 
prevalence  of  ATS  use,  the  high  demand  for 
'licit'  ATS,  as  well  as  the  very  low  amounts 
seized.  ATS  trafficked  and  consumed  in  the 
countries  of  the  Middle  East  are  usually 
fen etyl line  (sold  under  the  name  of  captagon) 
which  in  the  past  was  legally  produced  in 
Europe.  Though  legal  production  has  stopped, 
there  are  still  clandestine  stocks  and  probably 
some  clandestine  production  to  supply  the 
markets  in  the  Middle  East,  notably  Saudi 
Arabia,  Syria  and  Jordan.78  Fenetylline  seizures 
in  Turkey  are  mainly  shipments  for  the  M  iddle 
East.79  In  Egypt,  the  main  ATS  trafficked  is 
Maxiton  Forte,  originally  dexamfetamine,  a 
pharmaceutical  drug  produced  in  Europe.  The 


brand  name  remained  but  the  product  was 
changed,  and  is  now  probably  methampheta¬ 
mine,  produced  in  clandestine  laboratories 
within  the  country.80  However,  its  production, 
and  thus  seizures,  declined  strongly  in  the 
1990s.  Many  of  the  ATS  found  in  the  parallel 
drug  markets  in  West  Africa  (amphetamine, 
ephedrine  and  pemoline)  are  usually  diverted 
from  licit  sources.  Nigeria  has  emerged  as  a 
major  re-distribution  centre  for  such  ATS  in 
the  region. 

The  strongest  growth  rates  of  ATS  seizures  over 
the  last  decade  (1987/  88-1997/  98)  were  in 
Europe  (25%  p.a.),  Oceania  (21%  p.a.)  and 
East  and  South-East  Asia  (12%  p.a.).  These 
regions  also  saw  the  strongest  increases  in  ATS 
consumption  in  the  1990s.  Declines  in  ATS 
seizures  were  confined  to  South  America,  Africa 
and  some  countries  in  the  M  iddle  East.  In  all  of 
these  cases,  the  bulk  of  ATS  are  diverted  to  the 
illicit  market  from  licit  sources.  Improved  con¬ 
trols  of  licit  manufacture  and  distribution  of 
ATS  in  the  1990s  contributed  to  a  reduction  of 
such  diversions,  and  subsequently  to  seizures. 

By  contrast,  in  North  America,  Europe,  Aus¬ 
tralia  and  the  East  and  South-East  Asia,  the 
bulk  of  illegal  ATS  are  from  clandestine  manu¬ 
facture.  Precursor  chemicals  are  diverted  from 
licit  into  illicit  channels  in  order  to  manufac¬ 
ture  ATS  in  clandestine  laboratories.81  While 
the  control  systems  for  ATS  end-products  are 
now  well  established  in  a  large  number  of 
countries,  precursor  control  is  less  developed 
and  at  an  early  stage  in  most  countries.  Because 
many  precursor  chemicals  have  a  large  range  of 
legitimate  uses,  the  development  and  imple¬ 
mentation  of  a  comprehensive  system  to  moni¬ 
tor  their  trade  is  extremely  complicated  and 
will  continue  to  challenge  many  nations. 

Clandestine  manufacture  of  ATS  has  been 
taking  place  in  the  United  States  and  Western 
Europe  since  the  1960s,  and  spread  to  East  Asia 
(the  Republic  of  Korea,  the  Philippines,  Taiwan, 
Provinceof  Chinaand  Hong  Kong  SAR)  in  the 
1980s.82  In  the  1990s,  significant  expansion  of 
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ATS  manufacture  took  place  in  almost  all 
regions.  Production  capacities  in  South-East  Asia 
expanded  rapidly,  notably  in  the  People's  Repub¬ 
lic  of  China,  and  in  more  recent  years  in  Thai¬ 
land  and  Myanmar  where  a  number  of  heroin 
manufacture  and  trafficking  organizations 
diversified  their  activities  to  include  metham- 
phetamine.  Duringthesame period,  clandestine 
manufacture  in  Western  Europe,  notably  in  the 
Netherlands  and  in  the  UK,  expanded  from 
small-scale  kitchen  laboratories  to  more  estab¬ 
lished  facilities.  Parallel  to  this,  ATS  produc¬ 
tion  capacities  in  the  Baltic  States,  Bulgaria,  the 
Czech  Republic,  Mexico,  Poland,  and  USA  also 
expanded  significantly. 

While  trafficking  in  most  drugs  is  interregional, 
trafficking  in  ATS  is  largely  intra-regional;  i.e. 
production  and  consumption  are  usually  within 
the  same  region,  often  within  the  same  country. 

Ecstasy  is  the  exception  to  this.  Most  of  the 
ecstasy  is  still  produced  in  Europe:  often  in  the 
Netherlands,  though  there  is  also  significant 
production  in  Germany  and  Belgium,  and  a 
spread  of  production  to  Eastern  Europe.  Pro¬ 
duction  is  also  spreading,  to  Israel,  South  Africa, 
Australia,  South  America  and  Thailand.83  Orig¬ 
inally,  ecstasy  was  almost  exclusively  destined 
for  consumption  within  Europe,  and  Europe 
continues  to  remain  the  principal  area  for  traf¬ 
ficking  and  consumption.  However,  in  the 
second  half  of  the  1990s,  there  were  huge 
increases  in  trafficking  of  ecstasy  from  Europe 
to  North  America,  Australia/  New  Zealand, 
South  Africa,  and  various  Asian  countries,  as 
well  as  from  the  Middle  East  to  the  Far  East.  In 
1999,  the  USA  had  the  largest  ecstasy  seizures 
worldwide;  most  of  it  was  of  European  origin.84 
Though  the  volumes  were  not  large,  an  inter¬ 
regional  pattern  of  ecstasy  trafficking  is 
emerging. 


1.3.  CONSUMPTION 

1.3.1.  THE  GEOGRAPHICAL 

SPREAD  OF  DRUG  ABUSE 

Drug  abuse  is  a  global  phenomenon.  There  is 
hardly  any  country  in  which  it  does  not  take 
place.  While  the  extent  and  characteristics  of 
the  problem  obviously  differ  from  country  to 
country,  abuse  trends,  especially  among  youth, 
show  same  signs  of  convergence  over  the  last 
few  decades. 

According  to  replies  to  U  NDCP'sAnnual  Reports 
Questionnaire  at  least  134  countries  and  terri¬ 
tories  were  faced  with  a  drug  abuse  problem 
(defined  in  the  following  section  of  this  Chap¬ 
ter)  in  the  1990s.  The  overall  number  of  coun¬ 
tries  in  which  drug  abuse  takes  place  is  higher. 

Figure  28  shows  that  the  most  frequently  men¬ 
tioned  substances,  reflecting  the  geographic 
spread  of  consumption,  are  still  the  plant-based 
drugs:  cannabis(consumed  in  96%  of  all  coun¬ 
tries  reporting  a  drug  abuse  problem) ,  the  opi¬ 
ates  (87%)  and  the  cocaine-type  substances 
(81%).  They  are  followed  by  the  synthetic 
drugs,  i.e.  by  amphetamine-type  stimulants 
(73%),  benzodiazepines  (69%)  and  various 
volatile  substances  or  inhalants  (69%)  (Table  2 
shows  these  data  by  region).  Three  quarters  of 
all  countries  report  abuse  of  heroin  and  two 
thirds  abuse  of  cocaine.  Both  abuse  of  heroin 
and  of  cocaine  are  more  widespread  than 
abuse  of  their  respective  intermediate  products 
-  opium/  morphine  or  coca  leaf/ coca  paste 
which  are  usually  consumed  close  to  the  areas 
of  production. 

The  most  widely  consumed  drug  iscannabis.  It  is 
used  either  in  the  form  of  cannabis  herb  (mar¬ 
ijuana)  or  cannabis  resin  (hashish)  in  almost 
all  countries  across  the  globe. 

By  contrast,  the  abuse  of  the  opiates  is  concen¬ 
trated  in  Asia  and  Europe,  and  of  cocaine  in 
the  Americas,  and  to  a  lesser  extent  in  Europe.85 
Abuse  of  synthetic  drugs,  notably  ampheta- 
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Fig.  28:  Countries  and  territories  reporting  an  abuse  problem  in  the  1990s  -  for  most  commonly 
mentioned  substances  as  a  percentage  of  all  countries  reporting  on  drug  abuse  (N=134) 
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mine-type  stimulants  (ATS)  and  benzodi¬ 
azepines,  is  concentrated  in  Europe.  Within 
the  group  of  ATS,  amphetamine  and  metham¬ 
phetamine  are  the  most  abused  substances 
worldwide,  followed  by  the  ecstasy  substances. 
While  methamphetamine  isthe  dominant  ATS 
in  North  America  and  East  and  South-East 
Asia,  amphetamine  is  the  most  widely  abused 
ATS  in  Europe.  Consumption  of  the  various 
substances  of  the  ecstasy  group  is  concentrated 
in  Europe,  though  spreading  to  other  regions 
as  wel  I . 

Barbiturates,  which  a  couple  of  decades  ago  con¬ 
stituted  a  major  problem,  are  now  mentioned  by 
less  than  half  of  all  reporting  countries,  reflect¬ 
ing  better  controls  to  prevent  diversion  and  a 
shift  towards  the  use  of  the  slightly  less  addic¬ 
tive  benzodiazepines  instead.  Benzodiazepines 


and  barbiturates-  in  contrast  to  cannabis,  opi¬ 
ates  or  cocaine-type  substances  -  are  usually 
obtained  from  licit  sources,  either  through  over¬ 
prescriptions  or  direct  purchase  in  pharmacies 
or  parallel  markets  in  countries  lacking  adequate 
control  systems. 

The  overall  ranking  of  drug  abuse  in  geograph¬ 
ical  terms  (except  for  benzodiazepines  and  in¬ 
halants)  ,  is  very  similar  to  the  ranking  of  countries 
reporting  seizures,  indicating  that  countries 
with  drug  trafficking  eventually  face  a  drug 
abuse  problem. 


1.3.2.  MAIN  PROBLEM  DRUGS 

The  definition  of  a  problem  drug  relates  to  the 
extent  to  which  use  of  a  certain  drug  leads  to 
treatment  demand1,  emergency  room  visits 


j)  In  order  to  establish  a  pattern,  the  relative  proportions  of  treatment  demand  for  each  specific  drug  in  each  country  or  city  for  which  data 
was  available,  were  calculated.  These  proportions  were  subsequently  averaged  to  arrive  at  a  regional  average,  which  isthe  basis  for  the  pre¬ 
sent  discussion  on  problem  drugs. 
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(often  due  to  overdose),  drug  related  morbid¬ 
ity  (including  HIV/ AIDS,  hepatitis  etc.),  mor¬ 
tality  and  other  drug-related  social  ills,  such  as 
drug-related  crime  and  violence.  The  term 
problem  drug  does  not  relate  to  the  size  of  the 
population  consuming  it.  Cannabis,  for  exam¬ 
ple,  is  the  most  widely  consumed  illegal  sub¬ 
stance  worldwide;  it  is  not,  however,  the  main 
problem  drug  in  terms  of  the  adverse  health 
and  social  consequences  described  above. 
(There  are  indications  that  it  does  play  a  role 
as  a  'gateway  drug'  to  the  use  of  other  sub¬ 
stances.  Most  cannabis  users  do  not,  and  will 
not,  move  on  to  other  drugs;  but  almost  all 
available  studies  show  that  most  users  of  other 
drugs,  such  as  heroin  or  cocaine,  have  used 
cannabis  at  some  earlier  stage  in  their  drug 
careers.)  The  main  ‘problem  drugs'  in  the 
1990s  were  the  opiates,  primarily  heroin,  and 
cocaine  (see  Map  8). 


EUROPE  AND  OCEANIA 
Opiates 

Opiates  are  the  main  problem  drugs  in  Europe 
(both  Western  and  Eastern),  in  most  parts  of 
Asia  and  Oceania  notablyAustralia.  On  average, 
opiates  account  for  three  quarters  of  all  treat¬ 
ment  demand  in  both  Europe86  and  Asia87 and 
two  thirds  in  Australia.  They  are  also  responsi¬ 
ble  for  the  large  majority  of  drug-related  mor¬ 
tality  and  morbidity  cases. 

Amphetamine-type  stimulants 

The  overall  proportion  of  methamphetamine 
abusers  in  treatment  in  Asia  ( 12%)  exceedsthe 
proportion  of  ATS  abusers  in  treatment  in  Eu¬ 
rope  (8%)  and  in  North  America  (5%).  Aus¬ 
tralia  has  a  high  share  of  treatment  admissions 
(13%)  for  abuse  of  both  amphetamine  and 
methamphetamine. 


Table  2.  Spread  of  drug  abuse  -  Regional  concentration  of  countries  and  territories  reporting  drug 
abuse  in  the  1990s 


Regions 

G  lobal  (average)  1 

EUROPE 

ASIA 

AMERICAS 

AFRICA 

OCEANIA 

ALL 

N  umber  of  countries  & 

41 

37 

27 

22 

7 

134 

territories  reporting 
drug  abuse  to  UNDCP, 
of  which 

Cannabis 

100% 

95% 

92% 

95% 

100% 

96% 

Opiates 

100% 

100% 

56% 

86% 

57% 

87% 

*  Heroin 

88% 

81% 

42% 

82% 

29% 

76% 

*  Morphine 

59% 

62% 

48% 

36% 

29% 

51% 

*  Opium 

44% 

81% 

19% 

36% 

29% 

51% 

Amphetamine-type 

93% 

62% 

63% 

59% 

43% 

73% 

stimulants  (ATS) 
Benzodiazepines 

76% 

62% 

69% 

68% 

14% 

69% 

Inhalants 

76% 

62% 

74% 

64% 

57% 

69% 

(volatile  substances) 
Cocaine 

73% 

32% 

85% 

64% 

43% 

64% 

Barbiturates 

51% 

43% 

42% 

36% 

14% 

46% 

close  to  global  average:  black 

above  global  average  (>  10%);  red 

clearly  below  global  average  (<  30%);  light  blue 

Source:  UNDCP,  DELTA  (Replies  to  Annual  Reports  Questionnaires). 
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In  several  countries  of  East  Asia,  notablyjapan, 
the  Philippines,  and  the  Republic  of  Korea, 
methamphetamine  is  the  main  problem  drug, 
accounting  for  90%  or  more  of  treatment  de¬ 
mand.88  Though  opiates  are  the  dominant 
problem  drug  in  South-East  Asia,  rapidly  rising 
levels  of  methamphetamine-related  treatment 
cases  have  been  reported  from  this  subregion 
in  recent  years,  particularly  from  Thailand,89 
where  methamphetamine  users  already  exceed 
the  number  of  heroin  users. 

In  Europe,  only  the  Czech  Republic  reports 
high  levels  of  methamphetamine-related  treat¬ 
ment,  which  accounts  for  almost  half  of  all 
treatment  cases  in  Prague.90  Relatively  high  am¬ 
phetamine-related  treatment  demand  has  been 
also  reported  from  Finland  and  Sweden.91 

Cannabis 

N  ine  per  cent  of  treatment  in  Asia  is  related  to 
cannabis,  a  similar  percentage  as  in  Europe, 
but  less  than  in  Australia  (13%),  the  Americas 
(16%)  or  Africa  (61%).  The  latter  proportions 
reflect  the  strong  demand  for  opiate  treatment 
rather  than  low  levels  of  cannabis  abuse.  H  igh 
proportions  for  cannabis  in  treatment  in  Asia 
have  been  reported  by  the  Maldives,  the  coun¬ 
tries  of  central  Asia,  the  Philippines,  Nepal, 
South  India;  in  Europe  by  Cyprus  and  within 
the  EU  by  the  Netherlands,  notably  the  city  of 
Amsterdam  (21%)  where  cannabis  consump¬ 
tion  is c/e facto  decriminalized.92 

Cocaine 

Cocaine  is  hardly  mentioned  at  all  in  the  admis¬ 
sion  reports  of  Asian  treatment  centres  and  its 
spread  appears  to  be  limited  in  Europe.  Only 
3%  of  total  treatment  demand  in  Europe  was 
related  to  cocaine  abuse.  Within  Europe,  treat¬ 
ment  demand  is  below  1%  in  Eastern  Europe, 
but  above  5%  in  the  countries  of  the  European 
Union.93  In  Amsterdam,  cocaine  accounts  for 
32%  of  all  treatment  demand,  reflecting  its  geo¬ 
graphic  proximityto  Rotterdam,  oneof  themain 
entry  points  of  cocaine  to  Europe.94 


AMERICAS 

Coca  in  e-type  substances,  i.e.  cocaine  hydrochloride, 
crack-cocaine,  and  related  cocaine-type  prod¬ 
ucts  such  as  basuco  (an  intermediate  product 
in  the  cocaine  manufacturing  process)  are,  the 
main  problem  drugs  in  the  Americas.  They  are 
responsible  for  an  average  61%  of  treatment 
demand  and  most  drug-related  crime  and  vio¬ 
lence.  The  next  most  frequently  mentioned  sub¬ 
stances  i  n  treatmen  t  cen  tres  are  can  n  ab  i  s  ( 16% ) 
and  inhalants (7%). 95 

South  America,  including  Central  America  and 
the  Caribbean 

The  proportion  of  cocaine  and  related  products 
is  h  ighest  i  n  th e  co u n tr i es  of  South  A  meri ca  where 
about  two  thirds  of  all  treatment  demand  is 
cocaine-related.  Most  of  the  rest  is  accounted 
for  by  tranquilizers  and  inhalants,  which  make  up 
the  bulk  of  the  relatively  large  category  of  'other 
drugs',  and  by  cannabis. 

Cannabis  abuse  isspread  all  across  the  Americas, 
but  its  role  as  a  problem  drug  is  mainly  con¬ 
centrated  in  Central  America  and  the  Carib¬ 
bean.  0  piates,  by  contrast,  are  not  very  important 
as  a  problem  drug  in  this  region;  they  are  not 
even  mentioned  in  most  treatment  centres.96 

North  America 

In  North  America  (Canada,  Mexico,  USA), 
cocaine  is  still  the  main  problem  drug,  respon¬ 
sible  for  more  than  40%  of  treatment  cases  on 
average.  Though  the  USA  now  has  the  lowest 
proportion  among  all  North  American  coun¬ 
tries,  in  absolute  terms  the  total  number  of 
peoplein  treatment  for  cocaine  abuse  is  still  by 
far  the  highest  worldwide.97  But  the  numbers 
are  falling;  222,000  people  were  treated  for 
cocaine  abuse  in  1997  (29%  of  all  treatment 
cases,  excluding  alcohol),  as  compared  to 
267,000  persons  (43%  of  treatment  cases)  in 
1992. 98  Three  quarters  of  all  cocaine  abuse 
related  treatment  in  the  U  SA  is  linked  to  crack- 
cocaine  (seeTable  3). 
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Table  3.  Relative  risks  of  drug  abuse  -  as  revealed  in  US  data  on  substance  abuse  and  treatment 
admissions  (1997) 


Drug  category  Estimated  number  of  users 

according  to  national  house¬ 
hold  survey  (annual 
prevalence)  1997 

Treatment  admissions 
according  to  primary 
substance  of  abuse 

1997 

Annual  treatment 
admissions  per 
1,000  users 

H  eroin* 

597,000 

217,868 

365 

Crack-cocaine 

1,375,000 

163,211 

119 

Methamphetamine** 

802,364 

53,006 

66 

Cocaine  (all)* 

4,169,000 

222,001 

53 

Amphetamine-type 

stimulants*** 

1,687,000 

67,137 

40 

Cannabis 

19,446,000 

191,724 

10 

All  drugs  ( incl.  others) 

24,189,000 

764,142 

32 

Memo: 

Alcohol  (incl.  use  of  drugs) 

138,500,000 

713,739 

5 

Alcohol  (excl.  use  of  drugs) 

138,500,000 

401,961 

3 

*  Broader  US  estimates  provided  by  ON  DC  P,  which  aim  at  including  marginalized  groups  not  living  in  households,  saw 
the  number  of  hardcore  heroin  users  at  935,000  in  1997;  this  would  lower  the  ratio  to  233  treatment  admissions  per 
1,000  heroin  users;  the  comparable  ON  DC  P's  estimate  on  the  number  of  hard-core  cocaine  users  was  3,503,000,  equiva¬ 
lent  to  63  treatment  admissions  per  1,000  cocaine  users  (‘hardcore'  being  defined  as  weekly  users).  If  hardcore  and 
occasional  users  are  taken  together,  the  respective  ratios  of  treatment  admissions  per  1,000  users  would  be  142  for 
heroin  and  32  for  cocaine. 

**  Estimate  for  annual  prevalence  based  on  available  life-time  prevalence  data  and  relationship  between  life-time  and 
annual  prevalence  for  the  broader  group  of  ATS. 

***  ATS  excluding  ecstasy. 


Sources:  SAM  H  SA,  US  National  H  ousehold  Survey  (1998);  SAM  H  SA,  T reatment  Episode  Data  Set  (TEDS),  1992-97; 
ONDCP,  The  National  Drug  Control  Strategy  :  2000,  Annual  Report. 


Opiates  account  for  si  ightly  more  than  a  quarter 
of  all  treatment  demand  in  North  America. 
Thisisa  high  proportion  given  the  low  levelsof 
heroin  use  among  the  general  population.  The 
number  of  people  in  treatment  for  cocaine 
abuse,  for  example,  wasequivalentto  5%  of  the 
estimated  number  of  annual  cocaine  users  as 
revealed  in  the  national  household  survey  on 
drug  abuse  (or  12%  for  crack-cocaine  users). 
The  number  of  heroin  treatment  cases  was 
equivalent  to  36%  of  the  number  of  annual 
heroin  users.  The  corresponding  proportions 
for  amphetamine-type  stimulants  and  cannabis 
were  4%  and  1%  respectively. 


The  overall  proportion  of  cannabis  in  treatment 
demand  is,  nonetheless,  fairly  high  in  the  USA 
(25%  for  the  U  SA;  23%  for  North  America  as  a 
whole) .  The  high  proportion  is  related  to  two 
important  factors:  the  higher  levels  of  THC  in 
domestically  grown  cannabis  in  the  USA  and 
Canada,  which  hasmadecannabisconsumption 
more  risky;  and  the  fact  that  in  some  circum- 
stancescannabisusersare required  bylawto  seek 
treatment.  The  latter  accounts  for  about  half  of 
all  cannabis  related  treatment  in  the  USA." 

Amphetamines,  mostly  in  the  form  of  metham- 
phetamine(  80%  of  all  treatment  for  ATS  isrelated 
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to  methamphetamine  abuse)  account  for  9%  of 
all  treatment  in  the  USA100-  i.e.  a  slightly  higher 
proportion  than  ATS  in  Europe  (8%),  though  if 
the  unweighted  average  for  the  three  North 
American  countries  is  calculated,  the  proportion 
falls  to  5%,dueto  the  low  level  of  methampheta- 
mine-related  treatment  cases  in  Mexico.101 


AFRICA 

Cannabis 

Only  in  Africa  and  a  few  countries  of  Central 
America  does  cannabis  appear  as  the  main 
problem  drug  in  treatment  demand.  However, 
even  in  these  countries  where  treatment  demand 
is  high,  cannabis-related  mortality  and  crime 
are  low.  On  average,  some  60%  of  treatment 
demand  in  Africa  in  the  late  1990s  was  related 
to  long-term  abuse  of  cannabis.  This  statement, 
however,  needsto  be  qualified.  Currently  avail¬ 
able  data  for  many  countries  in  Africa  are  not 
very  robust.  The  number  of  people  who  have 
actually  been  treated  in  hospitals  and  special¬ 
ized  treatment  faci  I  ities  is  very  smal  I .  T  h  is  is  not 
necessarily  a  reflection  of  low  levels  of  drug 
abuse  but  of  a  poor  treatment  infrastructure 
and,  in  many  cases,  the  social  stigma  attached  to 
theuseof  such  facilities.  People  are  often  treated 
outside  the  formal  system  and  consequently  do 
not  register  in  the  data  set. 

Other  drugs  in  Africa 

Treatment  data  do  show  that  various  psycho¬ 
tropic  substances  (mostly  in  Western  Africa)  but 
also  opiates  and  in  more  recent  years  cocaine, 
have  made  inroads  into  Africa,  and  their  abuse 
is  growing. 


In  Egypt,  for  instance,  despite  a  tradition  of 
cannabisconsumption  and  abuse,  with  hashish 
having  been  the  main  problem  drug  until  the 
1970s,  opiates  emerged  in  the  1990s  as  the  main 
problem  drug  (45%  of  all  cases  in  treatment 
centres  in  1999),  followed  by  benzodiazepines 
(32%). 102  Opiates  are  also  showing  up  in  treat¬ 
ment  demand  in  several  countries  along  the 
eastern  coast  of  Africa,  down  to  South  Africa. 

Cocaine  abuse  is  manifested  in  treatment 
demand  in  Western  Africa  and  increasingly  in 
someof  thecountriesof  Southern  Africa.  In  the 
Republic  of  South  Africa  it  accounts  for  15%  of 
all  treatment  demand,  as  compared  to  3%  for 
abuse  of  opiates.103  The  main  problem  drug- 
combination  in  South  Africa,  however,  isa  mix¬ 
ture  of  methaqualone  (known  asMandrax)  and 
cannabis,  which  is  also  found  in  someof  the  other 
African  countries alongthe Indian  Ocean.  104ln 
the  horn  of  Africa,  large-scale  khat  consump¬ 
tion  is  reflected  in  treatment  demand.105 


1.3.3.  TRENDS  IN  DRUG  ABUSE 

Once  a  drug  abuse  problem  is  identified,  its 
development  and  dynamics  have  to  be  charted. k 
Drug  abuse  continued  spreading  in  the  1990s 
particularly  in  countries  located  along  the 
main  trafficking  routes.  The  overall  spread, 
however,  was  I  ess  dramatic  than  in  the  1980s.  In 
1997/  98  less  than  half  the  countries  reporting 
on  drug  abuse  trends  saw  an  increase  in  drug 
abuse,  a  third  sawa  stabilization  and  more  than 
a  quarter  experienced  a  decline.* 1  Among  the 
countries  reporting  an  increase,  less  than  half 
experienced  a  strong  increase  ( see  Figure  29) . 


k)  Trend  data  should  ideallybe  based  on  sound  epidemiological  studies.  International  standard-setting  for  such  work,  however,  hasonlydeveloped 
gradually.  In  the  ‘Declaration  on  theguiding  principles  of  drug  demand  reduction',  passed  at  the  Special  Session  of  the  General  Assembly  in  June 
1998,  it  was  categorically  established  for  the  first  time  that  programmes  had  to  be  based  'on  a  regular  assessment  of  the  nature  and  magnitude 
of  drug  use  and  abuse  and  drug-related  problems  in  the  population'  and  that  this  was  'imperative  for  the  identification  of  any  emerging 
trends’  (see  Chapter  II  in  the  present  Report] .  Though  a  number  of  countries  have  started  to  develop  comprehensive  drug  monitoring  systems, 
most  countries  still  lack  them.  In  the  absence  of  consistent  and  comprehensive  epidemiological  surveys,  the  available  trend  data  reflect  obser¬ 
vations  by  professionals  in  treatment  institutions  or  health  authorities.  While  one  cannot  exclude  bias  in  individual  expert  opinions,  there  is 
no  evidence  of  any  systematic  bias. 

l)  In  the  UNDCP  Annual  Reports  Questionnaire,  countries  note  their  perception  of  abuse  trends  for  different  drug  categories.  Assuming  that 
in  a  particular  country,  the  abuse  of  some  drugs  increases,  of  others  it  remains  stable,  and  of  others  it  declines,  the  distribution  would  be  equal: 
33.3%  each  for  increase,  stable  and  decline.  Any  deviation  from  this  pattern  is  measured  and  reflected  in  these  trend  data. 
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Fig.  29:  Drug  abuse  trends*  in  1997/98:  all  drugs  Fig.  30:  Drug  abuse  trends*  in  1992-98:  all  drugs 
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*  Number  of  countries  reporting  increase/stable/ 
decrease;  N=96 
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*  Countries  and  territories  reporting  increase/stable/ 
decline  in  drug  abuse  as  a  proportion  of  all  countries 
and  territories  reporting  trends. 


Source:  UNDCP,  DELTA. 


Source:  UNDCP,  DELTA. 


Fig.  31:  Substance  abuse  trends*:  selected  drugs  (1992/1998) 
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Drug  abuse  at  the  global  level  was  still  expand¬ 
ing  in  the  early  1990s,  but  this  expansion  lost 
momentum  in  the  second  half  of  the  decade. 
Between  1995  and  1998  the  number  of  coun¬ 
tries  reporting  an  increase  in  drug  abuse  fell 
while  the  number  of  countries  reporting  a 
decline  in  drug  abuse  rose.  The  fact  that  some 
of  the  stabilization  or  decline  in  drug  abuse  was 
reported  in  the  main  consumer  countries  makes 
it  unlikely  that  overall  abuse,  in  terms  of  abso¬ 
lute  numbers,  is  expanding  even  though  it  may 
continue  spreading  in  geographic  terms. 

For  all  of  the  major  drug  types,  the  number  of 
countries  and  territories  reporting  an  increase  in 
abuse  continues  to  outnumber  those  reporting  a 
decline  (see  Figure  30).  The  strongest  overall 
spread  of  drug  abuse  in  the  1990s  was  for  the 
amphetamine-type  stimulants  (ATS)  and  cannabis 
(see  Figure  31).  The  most  'dynamic'  drugs  were 
the  ATS.  The  number  of  countries  and  territories 
reporting  an  increase  in  ATS  abuse  almost 
tripled  between  1992  and  1998  (see  Figure  31). 

More  than  half  of  all  countries  reported  in¬ 
creases  in  cannabis  use  in  1998.  The  ongoing 
spread  of  cannabis  consumption  is  problematic 
for  the  medium  term.  In  many  countries,  the 
level  of  cannabis  consumption  correlates  posi¬ 
tively  with  the  level  of  consumption  of  major 
problem  drugs.  Thus,  with  cannabis  consump¬ 
tion  spreading,  one  might  expect  the  con¬ 
sumption  of  problem  drugs  to  escalate  once  a 
proportion  of  the  cannabis  users  'advances'  to 
other  drugs. 

Increases  in  the  abuse  of  other  drugs,  includ¬ 
ing  heroin  and  cocaine,  were  by  far  less  signif¬ 
icant  in  the  1990s.  While  half  of  all  countries  in 
1998  saw  an  increase  in  ATS,  onlyonethird  re¬ 
ported  an  increase  in  cocaine  abuse.  Although 
there  was  a  spread  in  cocaineabuse,  thenumber 
of  countries  reporting  an  increase  stagnated 
over  the  1992-98  period.  It  is  also  interesting  to 
note  that  throughout  the  1990s  more  countries 
reported  an  increase  in  heroin  than  in  cocaine 
abuse  -  which  conforms  to  the  production 
trends  of  opium  and  coca  leaf. 


Opiates 

Abuse  trend  data  for  the  opiates  (heroin,  mor¬ 
phine,  opium)  for  the  late  1990s  (1998  or  pre¬ 
vious  years)  reveal  the  following  patterns  (see 
Map  9): 

•  an  increase,  in  drug  transit  countries,  notably 
Central  Asia  and  East  European  countries  along 
the  Balkan  route,  Southern  and  Eastern  Africa, 
and  in  some  of  the  countries  of  Northern 
Africa;  by  contrast,  there  were  signsof  decline 
in  some  of  the  Western  African  countries, 
after  having  grown  rapidly  in  previous  years; 

•  a  stabilization  or  decline  in  the  main  con¬ 
sumer  markets  of  Western  Europe  (except  for 
the  UK,  and  -  though  starting  from  low 
levels  -  some  Nordic  countries),  in  some 
countries  of  central  Europe,  and  in  thet/SA, 
following  a  period  of  strong  increases  in  pre¬ 
vious  years;  increases  in  opiate  abuse,  how¬ 
ever,  continued  in  both  Canada  and  Mexico; 

•  an  increase  in  South  America,  particularly  Colom¬ 
bia,  linked  to  the  increase  in  the  domestic  pro¬ 
duction  of  opium  and  heroin,  some  of  its 
neighbouring  countries  (Venezuela  and  Ecua¬ 
dor),  and  Argentina;  in  Brazil,  Bolivia  and  Para¬ 
guay,  by  contrast,  opiate  abuse  remained  stable; 

•  increases  in  practically  all  countries  of  Asia, 
with  the  exception  of  Myanmar,  which  re¬ 
ported  a  decline  in  1998;  and 

•  an  increase  in  Australia. 

Compared  to  the  first  half  the  1990s  ( 1994  or  pre¬ 
vious  years),  the  most  striking  features  appear 
to  be: 

•  declining  levelsof  abuse  in  Western  Europe; 

•  the  apparent  end  of  the  'heroin  chic'  in  the 
U  SA,  which  had  started  in  the  first  half  of  the 
decade  and  was  related  to  the  emergence  of 
high  quality  heroin  on  the  U  S  market;  and 

•  the  increasing  abuse  problem  in  drug  tran¬ 
sit  countries. 

Cocaine-type  drugs 

Abuse  trend  data  for  cocaine  in  the  late  1990s 
(1998  or  previous  years)  reveal  the  following 
tendencies  ( see  M  ap  10) : 
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Map  9.  Changes  in  abuse  of  heroin  and  other  opiates,  1994  ( or  latest  year  available) 


I  Large  increase 
Some  increase 
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Some  decline 
I  Strong  decline 
Not  available 
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Changes  in  abuse  of  heroin  and  other  opiates,  1998  (or  latest  year  available) 


Sources:  UNDCP  Annual  Reports  Questionnaires  data;  Asian  Multicity  Epidemiology  Workgroup;  Bundeskriminalamt  (BKA)  and  other  Law 
Enforcement  Reports;  Comision  Interamericana  para  el  Control  del  Abuso  de  Drogas  (CICAD);  Council  of  Europe  (Pompidou  Group); 
PHARE,  Summary  Reports  on  the  Drug  Situation  in  Central  and  Eastern  European  Countries;  SACENDU  (South  African  Community 
Epidemiology  Network;  United  States  Department  of  State,  International  Narcotics  Control  Strategy  Report. 

Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the 
United  Nations. 
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•  a  decline  in  cocaine  consumption  in  the  USA, 
the  world's  largest  cocaine  market; 

•  increases  in  cocaine  consumption  in  South 
America,  Central  America,  Europe  (primar¬ 
ily  Western  Europe),  Southern  Africa  and 
Australia;  and 

•  very  limited  abuse  in  Asia. 

Compared  to  the  mid-1990s,  the  most  striking 
features  appear  to  be: 

•  the  intensification  of  abuse  throughout  Latin 
America,  Western  Europe  and  Australia;  and 

•  the  emergence  of  a  cocaine  abuse  problem 
in  the  countries  of  Southern  Africa,  after 
they  became  trafficking  transit  countries; 
Western  Africa  showed  mixed  results  with 
cocaine  abuse  apparently  shifting  to  coun¬ 
tries  where  it  did  not  exist  before,  and 
declining  in  others. 

Cannabis 

The  following  trends  can  be  observed  for 
cannabis  abuse  in  the  1990s  (see  Map  11): 

•  stable  consumption  in  North  America,  the 
world's  largest  market  for  marijuana; 

•  decline  in  cannabis  abuse  in  most  Asian 
countries,  except  for  Kazakhstan  and  a  few 
countries  in  East  and  South-East  Asia; 

•  increase  in  cannabis  abuse  in  Europe,  both 
Eastern  and  Western  (except  for  a  few  coun¬ 
tries,  including  the  UK  and  Ireland,  which 
already  have  the  highest  levels  of  cannabis 
consumption  in  Europe); 

•  increases  in  cannabis  abuse  in  both  South 
America  and  Central  America; 

•  increases  in  several  countries  of  Southern 
Africa,  Central  Africa,  Northern  and  West¬ 
ern  Africa  ; 

•  increases  in  most  countries  in  the  Oceania 
region. 

The  most  striking  changes  compared  to  the 
mid-1990s  were  the  decline  in  cannabis  con¬ 
sumption  in  much  of  Asia,  and  the  increase  in 
Europe. 


Amphetamine-type  stimulants 

Consumption  of  amphetamine-type  stimulants 
(ATS)  increased  throughout  the  1990s,  notably 
in  Europe  (both  amphetamine  and  ecstasy), 
and  if  methamphetamine  isconsidered,  in  East 
and  South-East  Asia  and  North  America.  Though 
still  most  frequent  in  Europe,  'ecstasy1  abuse  has 
increased  across  all  continents. 

The  years  1994  and  1998  have  been  chosen  as 
the  basis  for  comparison  of  drug  abuse  trends 
because  the  two  years,  on  the  whole,  are  typical 
years  for  the  first  and  the  second  half  of  the 
decade,  for  opiates,  cocaine  and  cannabis  (see 
Maps9, 10  and  11).  They  are,  however,  less  rep¬ 
resentative,  when  it  comes  to  consumption  of 
amphetamine-type  stimulants.  The  increase  in 
ATS  use  was  most  pronounced  after  1994  and 
prior  to  1998.  Almost  all  countries  reported 
increases  in  ATS  abuse  over  the  1995-97  period 
(see  Map  12). 

By  1998,  a  number  of  countriesin  Europe,  North 
America  and  East  and  South-East  Asia,  includ¬ 
ing  the  USA,  the  U  K,  Spain  and  Japan,  saw  sta¬ 
bilization  or  decline  in  ATS  abuse  for  the  first 
time  in  years.  Nonetheless,  overall  abuse  con¬ 
tinued  increasing  in  the  late  1990s,  in  South-East 
Asia  (particularly  Thailand),  and  some  Euro¬ 
pean  countries,  including  the  Nordic  countries 
and  countries  such  as  France  or  Italy  which  had 
started  out  from  lower  levels. 

A  mixed  picture  emerges  for  countriesin  Latin 
America  in  the  late  1990s.  While  Mexico,  Colom¬ 
bia  and  Brazil  reported  rising  ATS  consump¬ 
tion,  there  was  a  decline  in  the  south  of  the 
continent  in  Chile  and  Argentina.  This  is  linked 
to  better  controlsof  licit  ATS,  which  are  still  the 
main  source  of  supply  in  this  part  of  the  world. 
H  owever,  there  have  been  some  signs  that  con¬ 
sumption  could  shift  from  ATS  to  cocaine  as 
the  latter  becomes  more  easily  available. 

ATS  abuse  is  fairly  widespread  in  Africa,  but,  in 
contrast  to  other  regions,  there  are  no  indica¬ 
tions  of  an  increase.  ATS  in  Africa,  like  in  South 
America,  are  still  mostly  licit  medicines  that 
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Map  10.  Changes  in  abuse  of  cocaine,  1994  (or  the  previous  year(s)) 
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Changes  in  abuse  of  cocaine,  1998  (or  latest  year  available) 
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Sources:  UNDCP  Annual  Reports  Questionnaires  data;  Asian  Multicity  Epidemiology  Workgroup;  Bundeskriminalamt  (BKA)  and  other  Law 
Enforcement  Reports;  Comision  Interamericana  para  el  Control  del  Abuso  deDrogas(  Cl  CAD);  Council  of  Europe  (Pompidou  Group);  PH  ARE, 
Summary  Reports  on  the  Drug  Situation  in  Central  and  Eastern  European  Countries;  SACENDU  (South  African  Community  Epidemiology 
Network;  United  States  Department  of  State,  International  Narcotics  Control  Strategy  R  eport. 

Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the 
United  Nations. 
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Map  11.  Changes  in  abuse  of  cannabis,  1994  (or  the  previous  year(s)) 
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Changes  in  abuse  of  cannabis,  1998  (or  latest  year  available) 
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Some  increase  199 
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Not  available 


Sources:  UNDCP  Annual  Reports  Questionnaires  data;  Asian  Multicity  Epidemiology  Workgroup;  Bundeskriminalamt  (BKA)  and  other  Law 
Enforcement  Reports;  Comision  Interamericana  para  el  Control  del  Abuso  deDrogas  (Cl  CAD);  Council  of  Europe  (Pompidou  Group);  PH  ARE, 
Summary  Reports  on  the  Drug  Situation  in  Central  and  Eastern  European  Countries;  SACENDU  (South  African  Community  Epidemiology 
Network;  United  States  Department  of  State,  International  Narcotics  Control  Strategy  Report. 

Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the 
United  Nations. 
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Map  12.  Changes  in  abuse  of  amphetamine-type  stimulants,  1994  (or  the  previous  year(s)) 
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Changes  in  abuse  of  amphetamine-type  stimulants,  1998  (or  latest  year  available) 
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Not  available 


Sources:  UNDCP  Annual  Reports  Questionnaires  data;  Asian  Multicity  Epidemiology  Workgroup;  Bundeskriminalamt  (BKA)  and  other  Law 
Enforcement  Reports;  Comision  Interamericana  para  el  Control  del  Abuso  deDrogas(  Cl  CAD);  Council  of  Europe  (Pompidou  Group);  PH  ARE, 
Summary  Reports  on  the  Drug  Situation  in  Central  and  Eastern  European  Countries;  SACENDU  (South  African  Community  Epidemiology 
Network;  United  States  Department  of  State,  International  Narcotics  Control  Strategy  R  eport. 

Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the 
United  Nations. 
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have  been  diverted  into  illicit  channels.  Better 
controls  of  licit  manufacture  and  trade  at  the 
global  level  limited  diversion  into  illicit  chan¬ 
nels  during  the  1990s. 


1.3.4.  THE  EXTENT  OF  DRUG  ABUSE 

Assessing  the  extent  of  drug  abuse  (the  number 
of  drug  abusers)  is  a  particularly  difficult 
undertaking  because  it  involves  measuring  the 
size  of  a  hidden  population.  Margins  of  error 
are  thus  considerable,  and  tend  to  multiply  as 
the  scale  of  estimation  is  raised,  from  local  to 
country,  regional  and  global  levels. 

110  countries  provided  UNDCP  with  estimates 
on  the  level  of  drug  abuse  in  the  1990s  ( 79  coun¬ 
tries  in  1997/  98).  These  estimates  are  very  het¬ 
erogeneous,  in  terms  of  quality  and  reliability. 
They  are,  in  general,  difficult  to  compare. 
Detailed  information  is  available  from  countries 
in  North  America,  a  number  of  countries  in 
Europe  ( mostly  Western  Europe) ,  some  countries 
in  South  and  Central  America,  a  few  countries 
in  the  Oceania  region,  and  a  limited  number  of 
countries  in  Asia  and  in  Africa.  For  several  other 
countries,  available  qualitative  information  on 
the  drug  abuse  situation  allows  for  making  some 
'guesstimates'.111  In  the  case  of  complete  data 
gaps  for  individual  countries,  it  was  assumed  that 
drug  abuse  was  likely  to  be  close  to  the  respective 


subregional  average,  unless  other  available  indi¬ 
cators  suggested  that  abuse  levels  were  likely  to 
be  above  or  below  such  average. 

Even  in  cases  where  detailed  information  exists, 
there  is  considerable  divergence  in  definitions 
used,  as  well  as  time  and  place  of  the  studies  in 
question:  general  population  versus  specific 
surveys  of  groups  in  terms  of  age,  profession  or 
special  settings  (such  as  hospitals  and  prisons); 
lifetime,  annual  or  monthly  prevalence;  fre¬ 
quent  use,  problematic  use,  registered  use  etc.) . 
All  of  this  limits  comparability.  In  order  to 
reduce  the  error  from  simply  adding  up  such 
diverse  estimates,  an  attempt  was  made  to  'stan¬ 
dardize'  the  very  heterogeneous  data  set  as  far 
as  possible.  Thus,  all  available  estimates  were 
transformed  into  one  single  indicator  -  annual 
prevalence  among  the  general  population 
aged  15  and  above,  using  transformation  ratios 
derived  from  analysis  of  the  situation  in  neigh¬ 
bouring  countries,  and  if  such  data  were  not 
available,  on  estimates  from  the  USA,  the  most 
studied  country  with  regard  to  drug  abuse. 

Comparability  also  suffers  as  the  methodologies 
for  estimation  differ  from  country  to  country; 
moreover,  the  utility  of  particular  methodolog¬ 
ical  approaches  differs  from  drug  to  drug. 
Indeed,  the  methodology  chosen  may  have  as 
much  of  an  impact  on  final  results  as  underly¬ 
ing  differences  in  the  drug  problem."  I  n  order 


m)  U  NDCP,  for  instance,  has  undertaken  a  number  of  rapid  assessment  studies  in  developing  countries.  They  usually  do  not  provide  precise 
quantitative  information  on  the  overall  extent  of  the  problem,  but  they  describe  the  country-specific  drug  abuse  problem  rather  well,  and 
thus  provide  some  basis  for  rough  estimates,  cf.  Bull&in  on  Narcotics,  Special  Issue  on  Rapid  Assessment  of  Drug  Abuse,  Vol.  48,  1996. 

n)  Household  surveys,  for  instance,  have  been  shown  to  provide,  in  general,  good  results  with  regard  to  the  overall  level  of  drug  abuse  or  the 
abuse  level  of  a  widely  used  substance  such  as  cannabis,  but  less  so  for  typical  'problem  drugs'  concentrated  among  marginalized  sections  of 
society.  According  to  data  of  the  US  National  Household  Survey,  for  instance,  3.8  million  people  consumed  cocaine  in  1998  (annual  preva¬ 
lence),  which  is  1.7%  of  the  population  age  12  and  above.  However,  once  the  drug  taking  habits  of  marginalized  groups  (homeless,  people 
in  prison,  etc)  have  been  properly  taken  into  account,  the  US  Office  of  National  Drug  Control  Policy  (0  NDCP)  estimated  the  total  number 
of  cocaine  users  at  6.5  million  people  or  3%  of  the  population  age  12  and  above  (3.3  million  hardcore  and  3.2  million  occasional  users), 
suggesting  that  by  means  of  a  household  survey  only  some  60%  of  the  total  number  of  cocaine  users  could  be  identified.  Differences  were 
found  to  be  even  larger  for  heroin.  While  the  US  National  Household  Survey  estimated  the  number  of  heroin  users  (annual  prevalence)  at 
253,000  people  in  1998  (0.1%  of  the  population  age  12  and  above),  O  NDCP  estimates  -  including  marginalized  groups  -  arrived  at  a  number 
of  1.2  million  people  (of  which  980,000  were  hardcore  users).  In  other  words,  only  some  20%  of  the  total  number  of  heroin  users  could  be 
identified  by  means  of  a  household  survey  in  1998.  (On  average,  the  share  fluctuated  around  30%  in  the  1990s.)  Similar  differences  are  also 
found  in  Europe.  In  Germany,  for  instance,  the  estimated  number  of  problematic  drug  users  (mostly  opiate  users)  based  on  data  of  a  national 
household  survey,  was  only  20%  to  30%  the  estimates  made  by  using  various  multiplier  methods  based  on  police  and  treatment  data  or  com- 
binationsof  capture-recapture  estimates  and  multivariate  indicator  calculations.  Even  if  household  survey  data  are  excluded,  differences  of 
scientifically  valid  estimates  may  still  be  significant.  Estimates  of  problematic  drug  use  for  Italy,  based  on  different  data  sets  (police  data,  treat¬ 
ment  data,  H IV/  AIDsdata,  death  data)  and  multipliers  can  lead  to  results  that  may  deviate  by  up  to  100%  from  one  another.  In  the  UK,  the 
highest  estimate  for  problematic  drug  use  (based  on  the  use  of  multivariate  indicators)  deviated  by  as  much  as  300%  from  the  lowest  esti¬ 
mate  (based  on  the  mortality  multiplier  approach). 
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Table  4.  Estimated  number  of  drug  abusers  (annual  prevalence)  in  the  late  1990s  -  World 

Illicit  drugs 

Cannabis 

Amphetamine- 

Cocaine 

Opiates 

of  which 

of  which: 

type  stimulants* 

heroin 

Global  (million  people)  180.0 

144.1 

28.7 

14.0 

13.5 

9.2 

in  %  of  global  population  3.0% 

2.4% 

0.5% 

0.2% 

0.2% 

0.15% 

in  %  of  global  population  4.2% 
age  15  and  above 

3.4% 

0.7% 

0.3% 

0.3% 

0.22% 

*  Amphetamines  (methamphetamine  and  amphetamine)  and  substances  of  the  ecstasy  group. 
Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 


to  minimize  the  potential  error  from  the  use  of 
different  methodological  approaches,  all  avail¬ 
able  estimates  for  the  same  country  were  taken 
into  consideration  and  -  unless  methodologi¬ 
cal  considerations  suggested  a  clear  superiority 
of  one  method  over  another  -  the  mean  of  the 
various  estimates  was  calculated  and  used  as 
U  N  DCP's  country  estimate. 

All  of  this  -  pooling  of  national  results,  stan¬ 
dardization  and  extrapolation  from  sub¬ 
regional  results  in  the  case  of  data  gaps-  does 
not  guarantee  an  accurate  picture,  but  it  should 
be  sufficient  to  arrive  at  reasonable  orders  of 
magnitude  about  the  likely  extent  of  drug 
abuse.  Based  on  such  calculations,  U  N  DCP  esti¬ 
mates  that  in  the  late  1990s  there  were  some 
144  million  people  taking  cannabis,  some  29 
million  taking  amphetamine-type  stimulants0, 
14  million  taking  cocaine  and  13.5  million 
taking  opiates  (of  whom  some  9  million  were 
taking  heroin.)  Thetotal  number  of  drug  users 
is  estimated  to  be  some  180  million  people, 
equivalentto  3%  of  global  population  or  4.2%  of 
the  population  age  15  and  above.  Asdrug  users 
frequently  take  more  than  one  substance,  the 


total  is  not  identical  with  the  sum  of  the  indi¬ 
vidual  drug  categories  (see  Table  4). 

These  estimates  largely  confirm  previous  ones 
of  the  abuse  situation  in  the  mid-1990s,  pub¬ 
lished  in  the  1997  World  Drug  Report.  Devia¬ 
tions  from  the  previous  aggregate  estimates 
(such  as  for  amphetamine-type  stimulants  and 
for  opiates)  are  in  many  cases  the  result  of  im¬ 
proved  data  quality  rather  than  of  actual  in¬ 
creases  or  decreases  in  the  number  of  abusers, 
and  thus  direct  comparisons  should  not  be 
made.  As  far  as  comparison  between  the  mid- 
1990s  an  d  th  e  I  ate  1990s  i  s  f easi  b  I  e,  d  ata  I  argel  y 
confirm  the  abuse  trends  reported  to  U  N  DCP 
by  Member  States. 

Most  countries  for  which  data  were  available 
showed  minor  increases  in  cannabis  abuse. 
With  regard  to  the  amphetamine-type  stimulants, 
prevalence  data  show  strong  increases  in  East 
and  South-East  Asia  and  Australia.  In  Europe 
the  picture  is  mixed  with  some  of  the  larger  ATS 
markets  showing  signs  of  saturation  and  even 
decline  while  in  many  of  the  smaller  markets 
(those  of  Eastern  Europe)  ATS  abuse  is  still 


o)  Users  of  amphetamines  (methamphetamine,  amphetamine)  and  of  substances  of  the  ecstasy  group  (MDMA,  MDA,  MDME  etc.);  in  many 
countriesATS  use  is  still  a  relatively  recent  phenomenon  and  there  are  indications  of  significant  under-reporting.  This  bias  has  been  partly 
offset  by  simply  adding  users  of  amphetamines  and  of  ecstasy,  even  though  there  is  some  overlap  between  the  two. 
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Map  13.  Abuse  and  trafficking  of  cannabis 
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Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


rising.  By  contrast,  in  the  U  SA  and  a  number  of 
Latin  American  countries  overall  abuse  of  ATS 
appearsto  have  declined  even  though  there  are 
indications  that  ecstasy  use  -  as  in  many  other 
partsof  the  world  -  isstill  on  therise.  Data  also 
point  to  an  increase  in  the  number  of  cocaine 
abusers  in  Latin  America,  Europe,  Australia 
and  Africa,  going  hand  in  hand  with  a  stabi¬ 
lization  in  the  USA;  a  stabilization/ decline  of 
heroin  abuse  in  Western  Europe,  parallel  with 
an  increase  in  manyother  partsof  the  world,  in¬ 
cluding  countries  neighbouring  Afghanistan, 
those  along  the  Balkan  route,  and  -  though  start¬ 
ing  from  comparatively  lower  levels  -  North 
America  and  China. 

The  regional  breakdown  of  prevalence  estimates 
(see  Map  13  and  Table  5)  shows  that  the  high¬ 
est  rates  for  cannabis  abuse  are  found  in  the 
Oceania  region  (with  many  countries  reporting 


Table  5.  Estimated  number  of  cannabis 
abusers  (annual  prevalence) 


( 

Number 
of  people 
'in  million) 

in  %  of 

population  age 
15  and  above 

Oceania 

4.5 

19.3 

North  America 

22.2 

7.2 

South  America 

14.7 

5.3 

Americas 

36.9 

6.3 

Africa 

27.2 

5.8 

Western  Europe 

17.4 

5.4 

Eastern  Europe 

4.7 

1.5 

Europe 

22.1 

3.5 

Asia 

53.5 

2.1 

Global 

144.1 

3.4 

above  global  average* 
close  to  global  average: 
below  global  average** 

*  at  least  double  the  global  prevalence  rate. 

**  less  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 


double  digit  figures),  followed  by  the  Americas 
(both  North  and  South)  and  Africa,  particu¬ 
larly  Western  and  Southern  Africa.  Though 
growing  in  Eastern  Europe  cannabis  abuse  is 
still  most  widespread  in  Western  Europe  (5.5%). 
According  to  the  1998  British  Crime  Survey106 
it  appears  to  be  particularly  strong  in  the  UK 
(9%  of  those  aged  16-59  years),  a  similar  level  as 
in  the  USA  (8.6%  of  those  aged  12  years  and 
above  according  to  the  1998  US  household 
survey)  ,107  Comparatively  low  levels  of  cannabis 
use  in  Asia  (2%)  are  mainlydueto  low  levelsre- 
ported  from  China  and  Japan.  Nonetheless, 
more  than  athird  of  the  world'scannabisusers 
are  to  be  found  in  the  highly  populated  Asia 
region,  morethan  in  the Americasor  in  Africa. 

About  29  million  people  are  estimated  to  be 
taking  ATS,  which  istwice  as  many  as  those  who 
were  taking  cocaine  or  opiates.  The  bulk  of  this 


Table  6.  Estimated  number  of  amphetamines 
abusers  (annual  prevalence) 


Number 
of  people 
(in  million) 

in  %  of 

population  age 
15  and  above 

Oceania 

0.6 

2.9 

Western  Europe 

3.1 

0.8 

Eastern  Europe 

1.0 

0.4 

Europe 

4.1 

0.7 

North  America 

2.1 

0.7 

South  America 

2.2 

0.8 

Americas 

4.3 

0.7 

Asia 

12.6 

0.5 

Africa 

2.5 

0.5 

Global 

24.2 

0.6 

above  global  average* 
close  to  global  average: 
below  global  average** 

*  at  least  double  the  global  prevalence  rate. 

**  less  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 
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Map  14.  Abuse  and  trafficking  of  amphetamine-type  stimulants 
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Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


is  amphetamine  and  methamphetamine,  con¬ 
sumed  by  some  24  million  people  (0.6%  the 
population  aged  15  years  and  above)  world¬ 
wide.  ATS  are  the  second  most  widely  abused 
substance  after  cannabis,  notably  in  Oceania, 
Europe,  Africa  and  East  and  South-East  Asia 
(see  Map  14  and  Table  6). 

Overall  inter-regional  differences  in  the  spread 
of  ATS,  except  in  Oceania,  are  minor,  though 
intra-regional  differences  remain  important. 
H  igh  levelsof  ATS  abuse  in  the  Oceania  region 
are  mainly  found  in  Australia,  which  reported 
a  prevalence  rate  for  amphetamines  of  3.6%  in 
1998. 108  This  is  several  times  the  global  average 
and  exceeds  the  figures  reported  from  the  U  K 
(3%  in  1998), 109  Europe's  largest  market  for 
ATS.110  Such  high  figures  do  point  to  high 
levels  of  consumption;  but  they  may  also  have 
to  do  with  the  specific  social  and  legal  context 


Table  7.  Estimated  number  of  ecstasy  abusers 
(annual  prevalence) 


Number 
of  people 
(in  million) 

in  %  of 

population  age 
15  and  above 

Oceania 

0.4 

1.6 

Western  Europe 

2.3 

0.6 

Eastern  Europe 

0.3 

0.1 

Europe 

2.6 

0.4 

North  America 

1.2 

0.4 

South  America 

0.02 

0.01 

Americas 

1.2 

0.2 

Africa 

0.1 

0.02 

Asia 

0.2 

0.01 

Global 

4.5 

0.1 

above  global  average* 
close  to  global  average: 
below  global  average** 

*  at  least  double  the  global  prevalence  rate. 

**  less  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 


in  which  studies  take  place.  This  results  in  the 
case  of  Australia  (and  some  other  countries 
with  a  long  tradition  of  social  research)  in 
more  readiness  to  admit  to  drug  use,  and  thus 
far  less  under-reporting  than  in  countries 
where  drug  users  fear  that  such  information 
could  be  used  against  them.  Against  this  back¬ 
ground,  significantly  lower  methamphetamine 
abuse  rates  reported  from  East  and  South-East 
Asia  do  not  necessarily  mean  that  abuse  levels 
are  substantially  lower.  Even  such  conservative 
estimates  suggest  that  about  half  of  all  users  of 
amphetamines  worldwide  are  already  found  in 
Asia,  mostly  in  East  and  South-East  Asia.  In  a 
number  of  these  countries,  including  Japan, 
the  Republic  of  Korea,  Taiwan,  Province  of 
China,  the  Philippines  and  Thailand,  use  of 
methamphetamine  already  exceeds  that  of  the 
opiates,  the  traditional  substance  of  abuse  in  the 
region.  In  addition  to  the  instrumental  use  of 


Table  8.  Estimated  number  of  cocaine  abusers 
(annual  prevalence) 


Number 
of  people 
(in  million) 

in  %  of 

population  age 
15  and  above 

North  America 

7.0 

2.2 

South  America 

3.1 

1.1 

Americas 

10.1 

1.7 

O  ceania 

0.2 

0.9 

Western  Europe 

2.2 

0.7 

Eastern  Europe 

0.1 

0.04 

Europe 

2.3 

0.4 

Africa 

1.3 

0.3 

Asia 

0.2 

0.01 

Global 

14.0 

0.3 

above  global  average* 
close  to  global  average: 
below  global  average** 

*  at  least  double  the  global  prevalence  rate. 

**  less  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 
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Map  15.  Abuse  and  trafficking  of  cocaine  and  other  coca  related  products. 
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Note:  The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 


methamphetamine  for  truck  drivers,  fisher¬ 
men,  students,  sex-workersand  other  groupsin 
the  entertainment  industry,  which  has  been 
known  in  the  region  for  decades,  large-scale 
recreational  use  among  high-school  and  uni¬ 
versity  students  has  started  spreading. 

In  Western  Europe,  abuse  of  amphetamines  is 
0.8%  of  the  population  aged  15  years  and  above, 
which  is  a  little  more  than  in  the  Americas 
(0.7%).  The  UK,  Spain,  and  in  relative  terms 
(i.e.  compared  to  overall  level  of  drug  abuse) 
the  Scandinavian  countries,  are  faced  with  high 
levels  of  consumption  of  amphetamines,  mostly 
amphetamine.111  In  the  USA,  by  contrast,  life¬ 
time  prevalence  data  show  that  about  half  of  ATS 
abuse  is  related  to  the  more  potent  metham¬ 
phetamine.112  The  high  levels  of  ATS  abuse 
reported  from  South  Americas  is  linked  to  the 
use  of  licit  ATS  anorectics,113  while  ATS  in  North 


America,  Western  Europe  and  increasingly  in 
Asia,  are  mostly  illicitly  manufactured  sub¬ 
stances.  Useof  ATS  in  Africa  isfound  all  across 
the  continent  though  it  is  particularly  concen¬ 
trated  in  Western  Africa,  where  these  substances 
are  frequently  sold  in  parallel  markets.114 

The  strongest  growth  in  recent  years,  however, 
wasin  abuse  of  the  ecstasy  drugs,  notablyMDMA 
(ecstasy)  itself,  even  though  in  a  number  of 
locations  less  than  half  of  the  pills  sold  under 
the  name  of  ecstasy  actually  contained  MDMA. 
U  N  DCP  estimates  that  some  4.5  million  people 
-  mostly  teenagers  and  young  adults-  took 
ecstasyin  thelate  1990s (see Table 7).  In  contrast 
to  the  wide  regional  spread  of  amphetamines, 
ecstasy  is  still  concentrated  in  a  few  regions: 
Europe  (mainly  Western  Europe),  North  Amer¬ 
ica  and  Oceania  (mainly Australia).  Strong  con¬ 
centrations  of  ecstasy  use  are  found  in  Australia 


Table  9.  Estimated  number  of  opiate  abusers 
(annual  prevalence) 


( 

Number 
of  people 
jn  million) 

in  %  of 

population  age 
15  and  above 

Oceania 

0.13 

0.58 

Western  Europe 

1.22 

0.34 

Eastern  Europe 

1.46 

0.54 

Europe 

2.68 

0.42 

Asia 

8.62 

0.35 

North  America 

1.12 

0.36 

South  America 

0.32 

0.12 

Americas 

1.44 

0.20 

Africa 

0.63 

0.13 

Global 

13.50 

0.33 

above  global  average* 
close  to  global  average: 
below  global  average** 


Table  10.  Estimated  number  of  heroin  abusers 
(annual  prevalence) 


Number 
of  people 
(in  million) 

in  %  of 

population  age 
15  and  above 

Oceania 

0.60 

0.27 

Europe 

1.51 

0.24 

Asia 

5.74 

0.24 

Americas 

1.31 

0.22 

Africa 

0.57 

0.12 

Global 

9.18 

0.22 

above  global  average* 
close  to  global  average: 
below  global  average** 

*  at  least  double  the  global  prevalence  rate. 

**  less  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 


*  at  least  double  the  global  prevalence  rate. 

**  I  ess  than  half  the  global  prevalence  rate. 

Source:  UNDCP,  DELTA  (including  UNDCP  estimates). 
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Map  16.  Abuse  and  trafficking  of  opiates  (including  heroin) 


77 


Note:The  boundaries  and  names  shown  and  the  designations  used  on  this  map  do  not  imply  official  endorsement  or  acceptance  by  the  United  Nations. 
Routes  shown  are  not  necessarily  documented  actual  routes,  but  are  rather  general  indications  of  the  directions  of  illicit  drug  flows. 


(annual  prevalence  of  2.4%  in  1998,  including 
other  designer  drugs,  among  the  general  pop¬ 
ulation  aged  14  years  and  above)115,  the  UK 
(1%)  and  in  Spain  (0.9%  in  1997)116.  In  a  few 
European  countries,  including  Germany,  the 
Netherlands  and  Switzerland,  ecstasy  is  already 
the  second  most  widely  abused  substance  after 
cannabis.  In  line  with  the  globalization  of  pop¬ 
ular  youth  culture,  ecstasy  now  seems  to  be 
spreading  rapidly  across  the  globe. 

Some  14  million  people  are  estimated  to  take 
cocaine  worldwide  (see  Map  15andTable8).  In 
the  U  SA,  the  world's  largest  cocaine  market,  abuse 
declined  strongly  over  the  last  decade.  House¬ 
hold  survey  data  show  a  decline  in  the  annual 
prevalence  rate  from  5.1%  of  the  population 
aged  12  years  and  above  in  1985  to  2.1%  in  1992, 
and  1.7%  in  1998. 117  Nonetheless,  including 
marginalized  groups  not  covered  by  a  house¬ 
hold  survey,  the  prevalence  rate  is  estimated  by 
the  authorities  to  be  equivalent  to  3%  of  the 
population  age  15  and  above,  about  ten  times 
the  global  average.  Even  though  prevalence 
rates  are  lower  in  Canada  and  Mexico,  about 
half  of  the  world's  cocaine  users  are  found  in 
North  America.  The  next  largest  markets  are 
South  America  (1.1%),  Oceania  (0.9%;  mainly 
Australia)  and  Western  Europe  (0.7%) .  H  ighest 
abuse  levels  within  Europe  are  reported  from 
Spain  (1.6%  in  1997), 118  at  least  partly  a  conse¬ 
quence  of  strong  links  between  Spain  and  coun¬ 
tries  in  Latin  America.  Abuse  levels  in  Eastern 
Europe,  though  rising,  are  still  significantly  lower 
(far  less  than  0.1%).  Cocaine  abuse  in  Africa  is 
estimated  at  close  to  the  global  average,  with  a 
concentration  in  Western  Africa  (notably  N  ige- 
ria)  and  in  thesouth  ofthecontinent(Republic 
of  South  Africa) .  G  iven  the  lack  of  comprehen¬ 
sive  national  surveys,  estimates  for  countries  in 
Africa  are,  however,  subject  to  far  higher  levels 
of  potential  error  than  data  from  other  regions. 
Cocaine  consumption  in  Asia  is  clearly  below 
global  average,  and  almost  negligible  from  an 
international  perspective.  This  is  partly  ex¬ 
plained  by  the  large-scale  availability  of  cheap 
methamphetamine  and  other  amphetamine- 
type  stimulants. 


About  13.5  million  peopleor  0.3%  of  theglobal 
population  aged  15  years  and  above  are  estimated 
to  consume  opiates;  most  of  this  is  heroin  con¬ 
sumption  which  amounts  to  some  9  million 
people  (see  Map  16  and  Tables  9  and  10).  Al¬ 
most  two  thirdsof  all  users  of  opiates  are  found 
in  Asia;  Europe  accounts  for  some  20%.  Ocea¬ 
nia,  Europe  and  Asia  also  have  the  highest  per 
capita  consumption  of  opiates-  ranging  from 
0.4%-0.6%  of  the  population  aged  15  years  and 
above,  while  abuse  of  opiates  in  the  Americas 
(0.2%)  and  Africa  (0.1%)  is  below  the  global 
average.  In  South  America  abuse  of  opiates  is  still 
at  very  low  levels,  though  this  could  change  if 
the  current  expansion  of  production  in  Colom¬ 
bia  were  to  continue. 

The  highest  levels  of  abuse  in  Asia  -  clearly 
exceeding  1%  of  the  population  aged  15  years 
and  above  -  have  been  reported  from  the  Lao 
PDR,  Iran  and  Pakistan,119  i.e.  either  opium 
producing  or  transit  countries  for  opiates.  The 
largest  number  in  absolute  terms  is  found  in 
India  (though  the  prevalence  of  less  than  0.5% 
of  the  population  aged  15  years  and  above  is 
smaller  than  in  some  of  India's  neighbouring 
countries).  The  mean  estimates  for  India  con¬ 
verge  towards  a  figure  of  around  3  million 
people,120  slightly  more  than  the  total  estimate 
for  Europe  as  a  whole.  Total  estimates  for  East¬ 
ern  Europe  (close  to  1.5  million)  exceed  those 
for  Western  Europe  (1  to  1.5  million  people; 
with  an  average  of  about  1.2  million)  where 
abuse  of  opiates  has  stabilized  or  declined  in 
recent  years. 

The  highest  levels  of  opiate  abuse  in  Western 
Europe  among  the  larger  countries  are  still 
reported  from  Italy,121  though  these  have  been 
going  down  in  the  1990s,  and  from  the  U  K,  one 
of  a  few  countries  in  Western  Europe  where 
consumption,  notably  of  smokeable  heroin,  is 
still  on  the  rise.  The  largest  market  for  opiates 
in  Eastern  Europe  is  the  Russian  Federation. 
Russian  authorities  estimate  some  3  million 
drug  abusers  of  which  at  least  a  third  are 
addicted  to  opiates.122  All  available  indicators 
clearly  show  that  abuse  is  rising  fast  in  Russia. 
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Even  though  available  estimates  are  not  very 
precise,  there  is  little  doubt  that  opiate  abuse  in 
a  number  of  countries  of  Eastern  Europe,  partic¬ 
ularly  those  along  transit  corridors,  has  reached 
problematic  proportions  in  recent  years.  One 
half  of  1%  of  the  population  aged  15  years  and 
above,  on  average,  are  estimated  to  consume  opi¬ 
ates,  often  in  the  form  of  'kompot'  (in  Russia,  the 
Ukraine  and  Poland),  a  brew  made  out  poppy 
straw  that  is  injected.  H  eroin  abuse  isstill  below 
levelsfound  in  Western  Europe,  but  is  increasing 
rapidly. 

There  was  also  a  general  increase  in  the  number 
of  opiate  abusers  in  North  America  in  the  1990s: 
most  of  this  is  heroin  related.  Estimates  pro¬ 
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INTRODUCTION 

The  aim  of  this  chapter  is  to  analyze  the  three  'pillars'  of  demand  reduction  - 
epidemiology  (and  related  research),  prevention  and  treatment. 

Much  of  the  research  has  so  far  been  conducted  in  the  industrialized  coun¬ 
tries,  notably  Northern  America,  Western  Europe  and  Australia,  as  they-  until 
recently-  had  a  greater  share  of  drug  addiction  and  drug-related  disease  prob¬ 
lems  (as  well  as  more  resources  to  devote  to  drug  research)  than  developing 
countries.  The  largest  funds  for  systematic  research  into  understanding  the 
problem  of  drug  abuse  and  for  implementing  prevention  and  treatment  pro¬ 
grammes,  have  been  made  available  over  the  last  decade  in  the  USA.  Spend¬ 
ing  on  demand  reduction  (research,  prevention  and  treatment)  increased  at 
the  federal  level  from  US$  0.9  billion  in  1985  to  US$  5.6a  billion  in  1999,  equiva¬ 
lent  to  US$  20  per  inhabitant  (a  very  high  figure  by  international  standards15), 
or  a  third  of  all  drug  control  spending  in  the  country.  Even  if  inflation  istaken 
into  account,  there  was  a  more  than  fourfold  increase  in  annual  spending  for 
demand  reduction  over  the  1985-1999  period. c  Parallel  to  increased  spending, 
drug  abuse  (annual  prevalence  as  well  as  current  use  of  all  drugs  as  revealed 
in  the  annual  household  surveys)  fell  by  some  40%  and  cocaine  abuse  fell  by 
as  much  as  70%  over  the  1985-1998/  99  period.d  Though  changes  in  human 


a)  In  1986  US  federal  expenditure  on  drug  abuse  prevention  amounted  to  US$  146  million,  on  treatment  to 
US$  625  million  and  on  research  to  US$  94  million,  of  which  US$  88  million  was  allocated  for  various  demand- 
related  research  activities.  By  1999,  expenditure  on  drug  abuse  prevention  had  increased  to  US$  1,954  million 
(a  thirteen  fold  increase),  on  treatment  to  US$  2,949  million  (a  five-fold  increase),  and  on  research  to  US$  781 
million  of  which  US$  668  million  was  allocated  for  various  demand-related  research  activities  (a  more  than 
seven  fold  increase).  (Office  of  National  Drug  Control  Policy  (ONCDP),  TheNational  Drug  Control  Strategy,  1996: 
Programme  Resources,  and  Evaluation,  and  ONDCP,  National  Drug  Control  Strategy  Budget  Summary,  February  2000) 

b)  This  is  a  large  amount  compared  to  other  countries.  In  France,  for  instance,  overall  demand  reduction 
related  expenditure  in  1995  amounted  to  ECU  124  million,  equivalent  to  US$  160  million  or  US$  2.8  per 
inhabitant.  In  the  same  year,  US  demand  reduction  expenditure  was US$  4,692  million  or  US$  17.5  per  inhabi¬ 
tant.  (European  Monitoring  Centre  for  Drugs  and  Drug  Addiction,  Annual  Report  on  the  State  of  the  Drugs 
Problem  in  the  European  Union  1997,  Lisbon  1997  and  Office  of  National  Drug  Control  Policy  (ONCDP), 
TheNational  Drug  Control  Strategy,  1996:  Programme  Resources,  and  Evaluation,  Washington  1996.) 

c)  Demand  related  expenditure  for  1985,  expressed  in  constant  1999  dollars,  would  have  amounted  to  US$  1,331 
million,  less  than  a  fourth  of  actual  demand  related  expenditure  in  1999  (US$  5,571  million).  (Office  of  National 
Drug  Control  Policy  (ONCDP),  TheNational  Drug  Control  Strategy,  1996:  Programme  Resources,  and  Evaluation, 
and  ONDCP,  National  Drug  Control  Strategy  Budget  Summary,  February  2000) 

d)  The  number  of  current  users  of  illicit  drugs  (at  least  once  in  the  month  prior  to  the  survey)  fell  from  23.3 
million  in  1985  to  13.6  million  in  1998.  The  number  of  current  cocaine  abusers  fell  from  5.7  million  in  1985 
to  1.8  million  in  1998.  The  national  household  survey  conducted  in  1999  showed  past  month  use  affecting 
7%  of  the  population  aged  12  and  older,  down  from  12.1%  in  1985.  The  proportion  of  the  population  taking 
cocaine  in  the  past  month  prior  to  the  survey  fell  from  3%  in  1985  to  0.8%  in  1999.  (Substance  Abuse  and 
Mental  Health  Services  Administration,  US  National  H  ousehold  Survey,  1999  (and  previous  years)). 
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Annual  prevalence 


behavior  are  usually  the  result  of  a  multitude  of 
factors,  the  above  example  indicates,  nonethe¬ 
less,  that  a  massive  increase  in  demand  reduc¬ 
tion  efforts,  based  on  in-depth  research  of  the 
problem,  seems  to  play  an  important  role  in 
curbing  drug  abuse. 

As  the  drug  abuse  problem  differsfrom  country 
to  country(and  often  within  countries),  a  simple 
replication  of  prevention  and  treatment  pro¬ 
grammes  does  not  work.  This  iseven  more  true 
if  programmes  from  industrialized  countries 
are  implemented  in  developing  countries.  Pro¬ 
grammes,  even  if  successful  in  one  country,  have 
to  be  carefully  adapted  to  the  specific  social  and 
cultural  conditions  in  each  individual  country. 
Given  the  growing  drug  abuse  problem  in 
many  developing  countries,  there  is  still  a  need 
for  more  research  to  take  account  of  the  spe¬ 
cific  factors  affecting  drug  demand.  Against 
this  background,  UNDCP,  in  co-operation  with 
other  partners,  has  been  engaged  in  developing 
a  number  of  model  programmes  on  prevention 


and  treatment,  which  are  designed  in  the  light 
of  differing  local  resources  and  conditions. 


2.1.  EPIDEMIOLOGY 

Epidemiological  research  forms  a  key  element 
for  understanding  the  drug  problem,  develop¬ 
ing  responses  and  measuring  their  appropri¬ 
ateness  so  that  the  interventions  can  be 
modified  and  adapted  to  changing  conditions. 
Systematic  epidemiological  analysis  can  be 
compared  to  the  functions  of  an  accounting 
system  in  an  enterprise.  Managers  operating 
without  a  functioning  accounting  system  could 
steer  enterprises  into  a  wrong  direction,  and 
are  likely  to  take  remedial  action  only  when  it 
is  too  late.  The  same  is  true  for  policy  makers 
who  have  to  deal  with  problems  of  drug  abuse, 
unless  such  information  systems  are  built.  Epi¬ 
demiological  research  provides  policy  makers 
with  an  information  tool  to  target  interven¬ 
tions,  and  acts  as  a  necessary  feedback  mecha- 


Fig.  1:  Demand  reduction  expenditure  (in  million  US$)  and  development  of  annual  prevalence  of  drug  abuse 
(age  12  and  above)  in  the  USA 
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Source:  SAMHSA  and  ONDCP. 
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Box  2A:  The  Declaration  on  the  Guiding  Principles  of  Drug  Demand  Reduction 

In  the  Political  Declaration  adopted  by  the  General  Assembly  at  its  twentieth  Special  Session  on  the  World  Drug  Problem, 
Member  States  recognized  that  demand  reduction  was  indispensable  to  solving  the  drug  problem.  Member  States  com¬ 
mitted  themselves  to: 

(i)  establishing  the  year  2003  as  a  target  date  for  having  in  place  new  or  enhanced  demand  reduction  strategies  and  pro¬ 
grammes  in  close  collaboration  with  public  health,  social  welfare  and  law  enforcement  authorities; 

(ii)  achieving  significant  and  measurable  results  in  the  field  of  demand  reduction  by  the  year  2008;  and 

(iii)  introducing  in  their  national  programmes  and  strategies  the  provisions  set  out  in  the  Declaration  on  the  Guiding  Prin¬ 
ciples  of  Drug  Demand  Reduction,  also  adopted  bytheGeneral  Assembly  at  its  twentieth  special  session; 

The  General  Assembly  has  also  adopted  an  Action  Plan  for  the  Implementation  of  the  Declaration  on  the  Guiding  Principles  of  Drug 
Demand  Reduction.  The  Action  Plan  is  offered  as  guidance  to  Member  States  in  implementing  the  Demand  Reduction  Dec¬ 
laration  and  in  meeting  the  commitments  of  the  twentieth  Special  Session  oftheGeneral  Assembly.  It  foresees  two  princi¬ 
pal  ways  for  UNDCP  and  other  relevant  international  and  regional  organizations  to  assist  Member  Statesin  their  efforts. 

First,  it  requires  U  N  DCP  to  provide  guidance  and  assistance  to  those  requesting  it  for  the  development  of  demand  reduc¬ 
tion  strategies  and  programmes,  incorporating  the  principles  of  the  Demand  Reduction  Declaration.  Secondly,  it  envisages 
UNDCP  and  other  relevant  international  and  regional  organizations  facilitating  the  sharing  of  information  of  ‘best  prac¬ 
tices'  in  all  areasof  demand  reduction. 

The  Demand  Reduction  Declaration  advocates  that  responses  to  drug  abuse  be  based  on  regular  assessments  of  the  drug 
problem.  They  should  also  build  on  knowledge  acquired  from  research  as  well  as  lessons  derived  from  past  programmes 
(‘best  practices').  Policy  makers  and  practitioners  should  be  trained  on  the  design,  execution  and  evaluation  of  demand 
reduction  strategies,  and  the  strategies  and  activities  should  be  thoroughly  evaluated. 

Demand  reduction  programmes  should  cover  all  areas  of  prevention,  from  discouraging  initial  use  to  reducing  the  nega¬ 
tive  health  and  social  consequences  of  drug  abuse.  They  should  be  integrated  into  broader  social  welfare  and  health  pro¬ 
motion  policies  and  should  encourage  a  community-wide  participatory  and  partnership  approach. 

They  should  be  designed  to  address  the  needs  of  the  population  in  general,  as  well  as  those  of  specific  population  groups, 
particularly  youth.  Where  appropriate,  governments  should  consider  providing  treatment  and  rehabilitation  to  drug  abus¬ 
ing  offenders,  either  as  an  alternative  or  in  addition  to  conviction  or  punishment. 

The  Demand  Reduction  Declaration  also  stresses  the  importance  of  sending  the  right  message.  States  should  seek  to  raise 
public  consciousness  about  the  hazards  of  drug  abuse,  and  counter  the  promotion  of  drug  use  in  popular  culture.  Every 
attempt  should  be  made  to  ensure  credibility,  avoid  sensationalism,  promote  trust  and  enhance  effectiveness  of  the  messages. 


nism  to  see  whether  measures  taken  are  appro¬ 
priate  and  cost  effective.  Drug  epidemiological 
monitoring  is  thus  -  and  should  be  -  an  essen¬ 
tial  component  any  national  drug  strategy. 


2.1.1.  DEFINITIONAL  ASPECTS 

Websters  Diction  ary  defines  epidemiologyas'l: 
a  science  that  deals  with  the  incidence,  distribu¬ 
tion,  and  control  of  disease  in  a  population  2: 
thesumofthe  facto  rs  co  n  tro  1 1  i  n  g  th  e  p  resen  ce 
or  absence  of  a  disease  or  pathogen'.1 


The  requirements  of  epidemiological  monitor¬ 
ing  include  the  identification  and  measurement 
of  three  constellations  of  variables.  These  are  a) 
patterns  of  drug  abuse,  b)  the  consequences  of 
drug  abuse,  and  c)  correlates,  or  factors,  which 
link  drug  abuse  to  contingent  circumstances. 

The  analysisof  drug  abuse  patterns  looks  at  the 
'prevalence'  or  magnitude  of  the  problem  with 
respect  to  the  overall  population,  its  'inci¬ 
dence'  (the  number  of  new  users),  the  fre¬ 
quency  or  intensity  with  which  the  behaviour 
occurs,  the  routes  of  administration  (e.g.  nasal 
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inhalation,  injecting  or  oral  use),  and  the  set¬ 
tings  in  which  consumption  takes  place.  The 
consequences  of  drug  abuse  involve  both  acute 
and  chronic  health  effects  as  well  as  possible 
social  effects.  Thus,  in  addition  to  measuring 
drug  abuse,  information  is  required  on  the 
socio-demographic  correlates  of  drug  abuse  - 
e.g.,  age,  gender,  income,  education,  occupa¬ 
tion,  ethnicity,  community  size,  region  -  as  well 
as  o  th  er  facto  rs  su  ch  as  atti  tu  d  es  to  ward  s  d  r  u  gs, 
involvement  in  activitiesor  exposure  to  specific 
factors  which  are  associated  with  an  increased 
vulnerability  to  drug  abuse  problems. 


2.1.2.  PREVAILING  METHODS 

The  study  of  a  largely  hidden  and  stigmatized 
behaviour  presents  serious  methodological 
challenges.  The  difficulties  are  amplified  be¬ 
cause  of  the  diverse  nature  of  drug  consumption 
patterns  and  because  of  the  complex  interac¬ 
tions  between  drug  abuse  and  other  health  and 
social  problems.  Often,  the  most  serious  con¬ 
sequences  of  drug  consumption  are  found 
among  those  most  socially  marginalized.  Such 
groups  are  difficult  to  research  and  poorly  rep¬ 
resented  in  households  and  ongoing  registers. 
Because  of  the  problems  inherent  in  collecting 
information  in  this  area,  multi-method  and 
multi-source  approaches  are  considered  the 
most  appropriate  for  developing  a  compre¬ 
hensive  understanding  of  patterns  of  drug 
abuse.  The  strengths  and  weaknesses  of  the  var¬ 
ious  methods  are  discussed  below. 

Surveys  and  other  methods  to  measure  preva¬ 
lence  and  incidence 

Understanding  the  extent  and  frequency  of 
illicit  drug  consumption  in  any  population  is 
the  starting  point  for  policy  discussions.  Gen¬ 
erating  general  population  prevalence  and 
incidence  estimates  is  a  key  task  of  a  drug  infor¬ 
mation  system.  One  common  method  used  for 
measuring  the  prevalence  and  incidence  of 
drug  abuse  is  the  genera/  population  survey.  Such 
surveys,  if  systematically  repeated  (and  without 
changes  in  methodology),  are  good  instru¬ 


ments  to  identify  abuse  trends  over  time.  Even 
though  they  have  deficiencies  (as  discussed 
below),  the  shortcomings  tend  to  remain  rather 
stable  and  usually  do  not  affect,  at  least  not  to 
any  large  degree,  the  results  from  trend  analyses 
which  are  needed  in  a  rational  policy  making 
process. 

Surveys  can  also  provide  basic  information  on 
the  socio-demographic  and  other  risk  factors 
associated  with  drug  consumption,  and  may 
thus  fulfil  some  early  warning  functions.  In  all 
countries- for  which  information  is avai lable  - 
drug  abuse,  for  instance,  was  found  to  be  sig¬ 
nificantly  higher  among 

•  the  young  adult  population  than  the  general 
population; 

•  males(though  ratesamong femalesare rising 
in  several  countries); 

•  the  unemployed; 

•  other  marginalized  and  stigmatized  groups 
of  society,  such  as  street  children  and 

•  special  professional  categories,  such  as  people 
working  in  the  entertainment  industry 
(notably  sex -workers),  long-distance  truck 
drivers,  etc. 

Moreover,  in  most  countries,  drug  abuse  is 
higher  in  urban  than  in  rural  areas  though  these 
differences  are  becoming  less  pronounced.  A 
number  of  studies  have  been  indicating  that 
drug  use  among  youth  correlates  positively 
with  the  frequency  of  going  out  at  night  and 
participating  at  rave  events.  Religious  beliefs 
usually  correlate  negatively  with  drug  abuse 
(though  there  are  a  few  exceptions).  In  a  number 
of  countries  drug  use  was  found  to  correlate 
negatively  with  the  perceived  harmfulness  of 
drugs.  The  relationships  are  less  universally 
clear  with  regard  to  levels  of  income  and  edu¬ 
cation.  In  a  number  of  countries  a  U -function 
seemsto  exist,  which  meansthatdrug  use  is  rel¬ 
atively  high  among  the  poorer  sections  of  soci¬ 
ety,  declines  among  the  middle  class,  and 
increases  again  in  the  upper  classes.  These 
results  vary,  however,  depending  on  the  spe¬ 
cific  substances  concerned,  and  are  not  the 
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same  for  all  countries.  Nonetheless,  in-depth 
analysis  of  such  kinds  of  socio-demographic 
information  and  their  relationships  with  drug 
using  behaviour  can  be  of  assistance  in  filling 
data  gaps,  developing  forecasting  models,  and 
improving  the  targeting  of  interventions. 

The  main  pieces  of  information  collected  in 
household  surveys  are  information  on  drug 
use  per  se,  i.e.  a  measure  of  life-time  prevalence 
or  'ever  use'  of  a  particular  drug;  a  measure  of 
current  prevalence  levels,  such  as  use  in  the 
past  year  ('annual  prevalence')  or  past  30  days 
('monthly  prevalence').  In  some  countries, 
additional  information  is  collected  in  order  to 
establish  estimates  of  the  incidence  levels,  usu- 
ally  the  number  of  people  who  have  started  use 
of  a  particular  drug  over  the  past  year.  Some 
intensity  measure  may  be  included  as  well  to 
allow  regular  consumers  to  be  distinguished 
from  those  who  have  only  experimented  with  a 
drug  on  a  few  occasions. 


Fig.  2:  Drug  abuse  in  the  USA,  1985-1999: 

monthly  prevalence  (age  12  and  above) 


All  drugs 
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Source:  SAMHSA,  National  Household  Surveys  1998  and  1999. 


While  short-term  (year  on  year)  changes  in 
household  surveys  have  to  be  treated  with  a 
degree  of  caution,  as  they  can  be  the  result  of 
so  me  differences  in  theselected  samplesorare 
simply  not  statistically  significant,  the  analysis 
of  changes  over  longer  periods  of  time  pro¬ 
vides  in  general  a  fair  reflection  of  underlying 
trends  in  drug  using  behaviours,  at  least  as  long 
as  the  methodological  approaches  to  arrive  at 
the  results  are  not  frequently  changed. 

Data  for  the  USA,  for  instance,  show  a  clear 
decline  in  thedrug  using  behaviour  in  thegen- 
eral  population  over  the  1985-1999  period  cut¬ 
ting  across  all  drug  categories.  Overall  drug  use 
fell  by  some  40%;  use  of  drugs  other  than 
cannabis  declined  by  about  50%  and  cocaine 
use  fell  by  some  70%  over  the  1985-1999  period 
(see  Figure  2). 

Similar  successes  are  not  apparent  in  other 
countries.  Nevertheless,  most  surveys  conducted 


in  Western  Europe  in  the  late  1990s  indicated 
at  least  some  stabilization  of  drug  use. 

•  This  has  even  been  true  for  the  U  K,  one  of 
Europe's  most  rapidly  growing  drug  markets 
in  the  1980s  and  early  1990s  (see  Figure  3). 
The  1998  British  Crime  Survey,  compared  to 
the  previous  one  conducted  in  1996,  showed 
a  marginal  increase  in  overall  illicit  drug  use, 
but  found  no  further  increases  for  cannabis, 
amphetamine,  LSD,  ecstasy,  cocaine  or  heroin 
among  the  general  population.6  Current  use 
of  drugs  (past  month  prevalence)  remained 
stable  at  6%  of  the  population  age  16-59  over 
the  1996-98  period,  slightly  below  the  corre¬ 
sponding  rate  in  the  USA  (7%  in  1999). 

•  In  Germany,  which  -  among  the  larger  EU 
countries  -  has  one  of  the  lowest  rates  of 
drug  abuse,  the  upward  trend  of  the  early 
1990s did  not  continue  either;  some  declines 
were  reported  (see  Figure  4). 


e)  The  annual  prevalence  rates  for  cannabis  among  the  general  population  (age  16-59)  remained  unchanged  at  9%,  for  amphetamine  at  3%, 
for  LSD,  ecstasy  and  cocaine  at  1%  each.  Prevalence  of  heroin  abuse  remained  at  less  than  0.5%  (range:  0.2%-0.4%  in  1998)  (Home  Office, 
Drug  M  isuse Declared  in  1998:  results  from  theBritish  CrimeSurve/,  London  1999,  pp.  24-26). 
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Fig.  3:  Drug  abuse  in  the  UK,  annual  prevelence 
among  16-59  year-olds 


Fig.  4:  Drug  abuse  in  Germany  in  the  late  1990s 
annual  prevalence,  18-59  year  olds 


12% 


*  Data  for 'all  drugs' for  1982  and  1984  have  been 
extrapolated  from  cannabis  use  data. 

Sources:  Home  Office,  Self-reported  Drug  Misuse  in 
England  and  Wales -findings from  the  1992  British 
Crime  Survey,  London  1995;  and  Home  Office,  Drug 
Misuse  Declared  in  1998:  results  from  the  British  Crime 
Survey,  London  1999. 

Fig.  5:  Drug  abuse  in  Spain  in  the  late  1990s 
annual  prevalence 


Source:  EMCDDA,  Extended  annual  report  on  the  state  of  the  drugs 
problem  in  the  European  Union,  Lisbon  1999.  Ministry  of  Interior, 
Plan  Nacional  sobre  Drogas,  1996  and  2000,  Madrid,  2000. 


Sources:  Ministry  of  Health,  Reprasentativerhebung  1995 
and  1997,  Bonn  1995  and  1997. 


•  National  surveys  conducted  in  Spain  -  which 
has  invested  heavily  in  a  comprehensive 
national  anti-drug  strategy,  including  a 
strong  focus  on  demand  reductionf  - 
showed  a  marked  decrease  in  the  overall 
levels  of  drug  abuse  over  the  1995-99  period, 
notablyfor  heroin  (see  Figure  5). 

In  general,  prevention  activities  were  apparently 
successful  in  keeping  i  1 1  icit  drug  use  in  the  Euro¬ 
pean  Union  more  than  a  third  below  the  levels 
reported  from  the  USA,  even  though  in  a  few 
countries  (notably  the  U  K)  prevalence  rates  of 
drug  use  are  approaching  the  US  levels.  Preva¬ 
lence  of  cocaine  use- as  reflected  in  household 


f)  A  systematic  approach  to  drug  control,  encompassing  both 
demand  and  supply  elements,  has  been  followed  in  Spain  since 
the  approval  of  the  first  "P/an  Nacional  sobre  Drogas"  in  1985.  In 
1997  a  “Plan  de  medidas  para  luchar  contra  las  drogas"  was  set  up, 
and  in  December  1999  the  Council  of  Ministers  passed  the 
"Estrategia  Nacional  sobre  Drogas".  (Ministry  of  Interior,  Plan 
Nacional  sobre  Drogas-  Estrategia  Nacional  sobre  Drogas,  2000-2008, 
Madrid  2000.) 
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surveys  -  is  about  60%  lower  in  the  European 
Union  than  in  the  USA  (annual  prevalence  of 
0.7%  of  the  population  age  15  and  above  in  the 
EU  versus  1.7%  in  the  USA  in  1998). 

Asillicitdrug  use  isoften  a  lowfrequency event, 
large  sample  sizes  are,  however,  necessary  to 
generate  sufficient  cases  for  analysis.  In  the 
U  SA,  for  instance,  the  1998  annual  household 
survey  on  drug  abuse  was  based  on  a  sample  of 
25,500  people  who  were  interviewed.  In  Euro¬ 
pean  countries,  samples  range  from  1,500 
people  (Sweden)  to  some  10,000  people  for 
countries  such  as  the  UK  or  Spain;  in  the 
Netherlands  as  many  as  22,000  people  were 
interviewed.  Large  samples  are  particularly 
needed  to  arrive  at  reasonable  estimates  for 
less  prevalent  drugs,  such  as  heroin,  and  for 
monthly  prevalence  rates  as  opposed  to  annual 
or  life-time  use.9 

Methodological  and  practical  problems  associ¬ 
ated  with  conducting  survey  work  in  the  drug 
area  mean,  however,  that  the  information 
obtained  through  national  household  surveys 
cannot  be  assumed  to  provide  a  fully  compre¬ 
hensive  picture  of  the  drug-using  population  in 
a  country.  H  ousehold  surveys  show  rather  good 
results  with  regard  to  the  overall  level  of  drug 
use  and  the  use  of  widely  consumed  sub¬ 
stances,  such  as  cannabis,  but  less  so  for  typical 
problem  drugs  which  are  usually  concentrated 
among  marginalized  sections  of  society.  Drug 
using  behaviour  that  is  strongly  stigmatized, 
such  asheroin  abuse,  injecting  drug  use  in  gen¬ 
eral,  or  use  of  crack-cocaine,  is  usual  ly  on ly  par¬ 
tially  covered  byhousehold  surveys.  For  problem 
drugs,  household  surveys  may  represent  only 
between  30%  (opiates)  and  60%  (cocaine)  of 
the  likely  total  size  of  the  respective  drug  using 
population.  Table  1  shows  this  for  the  USA, 
where  national  household  survey  data,  reflect¬ 
ing  drug  use  among  the  residential  non-insti- 
tutionalized  population,  have  been  compared 


with  the  more  comprehensive  estimates  pro¬ 
vided  by  the  Office  of  National  Drug  Control 
Policy  (O  NDCP).  The  latter  explicitly  take  into 
account  drug  consumption  patterns  among 
marginalized  groups  such  as  homeless,  people 
in  jail,  people  in  treatment,  etc.  Though  the  cov¬ 
erage  levelsdiffer  from  country  to  country,  most 
countries  -  for  which  estimates  are  available  - 
confirm  the  U  S  patterns  of  far  lower  levels  of 
problem  drug  use  reflected  in  household  sur¬ 
veys  than  in  more  comprehensive  estimates 
which  explicitly  target  the  population  at  risk. 

Problems  of  under-reporting  are  exacerbated 
in  countries  where  drug  consumers  fear  that 
the  information  they  provide  could  be  used 
against  them.  This  means  that  the  application 
of  the  very  same  methods  can  lead  to  different 
results  in  countries  of  different  cultural  back¬ 
grounds.  Thismay  explain  why  in  a  number  of 
Asian  countries,  for  instance,  surveys  on  drug 
abuse  have  shown  very  low  prevalence  rates. 
Given  other  available  drug  indicators,  such 
rates  are  unlikely  to  reflect  reality  but  have  to 
be  seen  in  the  cultural  context  in  which  such 
surveys  have  taken  place.  By  contrast,  surveys 
undertaken  in  Latin  American  countriesdo  not 
appear  to  suffer  from  this  problem.  Nonethe¬ 
less,  many  of  these  surveys,  even  if  conducted 
within  short  periods  of  time,  have  been  char¬ 
acterized  by  strongly  diverging  results  which,  of 
course,  raises  questions  as  to  their  reliability. 

For  all  of  these  reasons,  information  gained 
from  general  population  surveys  has  to  be  sup¬ 
plemented  by  special  studies  utilizing,  for 
example,  ethnographic  methods  (methods  of 
describing  social  behavior  based  on  direct 
observation)  to  describe  the  behaviour  of  'hard- 
to-reach'  groups,  ifamorecompletepictureon 
the  overall  extent  of  drug  abuse  is  to  be  ob¬ 
tained.  In  addition,  various  indirect  estimation 
techniques  have  been  developed,  either  to 
complement  data  derived  from  survey  methods 


g)  The  lack  of  large  enough  samples  (for  cost  reasons)  is  one  of  the  reasons  why  information  on  life-time  use  -  the  least  interesting  element  of 
drug  information  -  is  collected  and  analyzed.  Another  reason  is  that  drug  users  may  admit  to  have  taken  drugs  at  some  stage  in  the  past,  but 
are  not  likely  to  admit  that  they  took  them  over  the  last  year  or  the  last  month,  fearing  that  this  could  entail  legal  consequences. 
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Table  1:  Estimated  number  of  users  of  cocaine  and  heroin  in  the  USA  (in  thousands)  and  as  a  percent¬ 
age  of  the  population  age  12  and  above 


Drug 

Year 

ONDCP  Estimates 

National  house¬ 
hold  survey 
(annual  prevalence) 

C  overage  of 
drug  users  in 
national  house¬ 
hold  survey 

Occasional 

users* 

Hardcore 

users** 

All  users 

Absolute  in  % 

Absolute 

in  % 

Cocaine 

1996 

3,425 

3,410 

6,835 

3.2% 

4,033 

1.9% 

59% 

1997 

3,487 

3,503 

6,990 

3.2% 

4,169 

1.9% 

60% 

1998 

3,216 

3,343 

6,559 

3.0% 

3,811 

1.7% 

58% 

avg  96-98 

3,376 

3,419 

6,795 

3.2% 

4,004 

1.9% 

59% 

Heroin 

1996 

455 

917 

1,372 

0.6% 

455 

0.2% 

33% 

1997 

597 

935 

1,532 

0.7% 

597 

0.3% 

39% 

1998 

253 

980 

1,233 

0.6% 

253 

0.1% 

21% 

avg  96-98 

435 

944 

1,379 

0.6% 

435 

0.2% 

32% 

*  people  using  drugs  less  than  once  a  week. 

**  people  using  drugs  at  least  once  a  week. 

Sources:  SAMHSA,  1998  National  Household  Suri/^and  Office  of  National  Drug  Control  Policy  (ONDCP),  What  America's  Users  Spend  on  Illegal 
Drugs,  1998-1998,  Washington  1999. 


or  to  provide  a  better  picture  of  the  scale  of  the 
drug  abuse  problem.  The  methods2,  usually 
based  on  some  further  in-depth  studies,  include 
(i)  the  identification  of  appropriate  multipliers 
to  extrapolate  from  existing  registers  (such  as 
arrests,  treatment,  mortality,  etc.)  the  total 
number  of  'problem  users'h,  (ii)  the  use  of 
'capture-recapture'  methods',  (iii)  back-calcu¬ 
lations,  e.g.  based  on  H IV/  Al  DS  statistics,  and 
(iv)  multivariate  methods.' 


One  problem  is  that  these  alternative  methods 
do  not  provide  precise  results,  but  only  broad 
ranges  that  are  usually  not  adequate  for  trend 
analysis.  Nonetheless,  such  estimates  on  the 
likely  orders  of  magnitude  of  the  ‘core  drug 
problem'  in  a  country  yield  important  infor¬ 
mation.  This  iscrucial  as'problem  drug  users' 
are  usually  responsible  not  onlyfor  the  bulk  of 
overall  consumption  of  drugs  such  as  opiates 
and  cocaine,  but  also  for  the  main  drug  related 
social  problems,  including  crime,  violence, 
drug  related  morbidity  and  death. 


h)  If,  for  instance,  2000  people  are  treated  in  a  country  and  an  in-depth  study  among  drug  users  reveals  that  20%  of  them  had  been  to  treat¬ 
ment  in  the  previous  year,  it  can  be  estimated  that  the  total  number  of  drug  users  could  be  around  10,000  people. 

i)  Such  methods  have  been  initially  developed  for  estimates  of  the  size  of  animal  populations.  If,  for  instance,  200  fish  are  caught  ("captured"), 
marked,  and  released  back  into  a  lake,  and  the  next  day  100  fish  are  fished,  of  which  10  were  already  marked  (  "re-captured"),  probability 
considerations  suggest  that  the  number  offish  captured  the  first  day  were  10%  of  the  total  size  of  the  population.  Thus,  the  total  population 
of  the  lake  can  be  estimated  at  around  2,000  fish.  Though  the  actual  models  are  far  more  sophisticated,  the  same  principle  is  applied  to  the 
estimation  of  the  numbers  of  drug  users  based  on  their  identification  in  various  registers  (arrests,  ambulance  services,  treatment  etc.).  One 
problem,  however,  is  that  the  "capture"  and  "re-capture"of  drug  users  in  these  registers  is  frequently  not  independent  from  one  another  (e.g. 
people  arrested  may  be  sent  to  treatment),  which  violates  some  of  the  preconditions  for  the  application  of  such  probability  considerations. 

j)  Based  on  the  identification  of  the  size  of  the  drug  abusing  population  in  some  local  areas  (e.g.  based  on  a  case-finding  study,  or  based  on 
capture/  recapture  methods)  and  the  identification  of  some  key  variables  which  are  likely  to  be  good  predictors  for  the  level  of  drug  abuse 
(e.g.  drug-related  arrests,  drug-related  treatment,  drug-related  mortality  etc.),  multivariate  methods  assist  in  the  extrapolation  of  the  local 
results  to  the  national  level. 
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Table  2:  Estimates  for  ‘problem  drug  users’  per  1000  inhabitants,  age  15-64,  in  the  late  1990s  in 
countries  of  Western  Europe  and  North  America 


Nordic  countries 

Selected  other  West  European  countries 

U  SAf 

Finland  Sweden  Denmark  Norway 

Germany  Austria  Ireland  France  Spain  Benelux11  UK  Switzer-  Italy 

land1 

Range  of  0.54.2  25-3.5  2.94.0  3.24.6 

estimates 

14-3.0  2.9-34  1.9-5. 7  3.24.6  3. 1-6.6  2. 3-7.7  2.3-8.9  6.0-6.2  44-8.3 

18.6-24.0 

Mid-range  2.4  3.0  3.4  3.9 

estimate 

2.2  3.2  3.8  3.9  4.9  5.0  5.6  6.1  6.4 

( 2.7) c 

21.3 
(5.4) 9 

Mean  1.9  3.0  3.6  3.9 

estimate15 

2.2  3.2  3.4  4.1  4.9  2.8  6.2  6.1  6.6 

( 2.7) c 

21.3 
(5.4) 9 

a)  'Problem  drug  use’  as  defined  by  EM  CD  DA:  drug  addiction,  notably  to  opiates  and  stimulants,  injecting  drug  use,  or  drug  use  associated  with 
criminal  behaviour. 

b)  Average  of  all  available  estimates;  estimation  methods  include  extrapolations  from  treatment  and  police  data,  capture-recapture  methods, 
mortality  multipliers,  back-calculations  from  H IV)  AIDS  figures  and  multivariate  indicators. 

c)  Estimate  for  West  Germany  only. 

d)  Belgium,  Luxembourg,  Netherlands. 

e)  Based  on  an  estimate  of  around  30,000  regular  users  of  opiates  and  cocaine,  provided  by  the  Swiss  authorities  to  U  NDCP. 

f)  'Problem  drug  use’  data  for  the  USA  refer  to  ‘hard-core’  ( =  at  least  weekly)  use  of  'cocaine'  (low  estimate),  respectively  to  'cocaine  &  heroin' 
use  (high  estimate);  whereas  the  low  end  of  the  range  assumes  that  all  hard-core  heroin  users  are  included  in  the  group  of  hard-core  cocaine 
users,  the  high-end  of  the  range  assumes  that  hard-core  heroin  and  hard-core  cocaine  users  are  two  distinct  groups  of  people;  the  mean  estimate 
assumes  that  half  of  the  heroin  users  also  use  cocaine.  There  were  3.3  million  hard-core  cocaine  and  0.98  million  hard-core  heroin  users  in 
the  USA  in  1998  according  to  ONDCP. 

g)  Estimate  for  heroin  only. 

Sources:  EM  CD  DA,  2000  Annual  Report  on  theState  of  the  Drugs  Problem  in  the  European  Union,  Lisbon  2000 ;  ONDCP,  The  national  Drug  Control  Strategy: 

2000,  Annual  Report,  Washington  2000;  U  NDCP,  Annual  Reports  Questionnaire  Data. 


It  goes  without  saying  that  such  estimates,  par¬ 
ticularly  if  used  for  cross-country  comparisons, 
have  to  be  treated  with  caution.  Nonetheless, 
they  do  provide  results  which  can  help  to  put 
problems  into  perspective  and  assist  in  the 
overall  evaluation  of  the  effectiveness  of 
demand  reduction  efforts.  Calculations  for 
countries  in  Western  Europe  on  the  levels  of 
‘problem  drug  use',  provided  by  the  European 
Monitoring  Centre  for  Drugs  and  Drug  Addic¬ 
tion  (EMCDDA),  and  for  the  United  States, 
provided  by  ONDCP  ('hard-core  use'  of 
cocaine  and  heroin)  show,  for  instance,  that 
despite  a  strong  fall  in  drug  use  in  the  USA 
over  the  past  15  years,  'problem  drug  use'  is 
still  a  more  serious  phenomenon  in  the  USA 
than  in  Western  Europe.  There  were  some  21 
'hard-core'  users  per  1000  inhabitants  age  15- 
64  of  cocaine  and  heroin  in  the  USA  in  1998 
(range  18-24).  Estimates  for  hard-core  heroin 
abuse  alone  were  equivalent  to  5 V2  users  per 
1000  inhabitants,  and  thus  similar  to  overall 
problem  drug  use  reported  from  Europe.  Esti¬ 


mates  for  Western  Europe  indicate  that  'prob¬ 
lem  drug  use'  affects  on  average  4^2  persons 
per  1000  inhabitants  age  15-64  (mean  estimate 
of  15  countries) .  Estimates  range  from  an  aver¬ 
age  2-3  in  Finland  and  Sweden  and  some  other 
countries  of  continental  Europe,  including 
Germany  and  Austria,  to  levels  of  around  4  in 
France,  5  in  Spain  and  6-7  in  the  UK,  Switzer¬ 
land,  Italy  and  Luxembourg  (seeTable  2). 

Even  though  definitions  and  methodological 
approaches  for  calculating  'problem  drug  use' 
differ,  they  are  unlikelyto  explain  all  of  the  dif¬ 
ferences  between  the  U  SA  and  Western  Europe. 
'Flard-core'  users,  according  to  the  US  defini¬ 
tion,  are  people  who  use  cocaine  or  heroin  at 
least  once  a  week.3 'Problem  drug  use',  accord¬ 
ing  to  the  definition  applied  by  EMCDDA,  is 
"intravenous  drug  use  ( I  DU  )  or  long-dura¬ 
tion/  regular  use  of  opiates,  cocaine  or  amphet¬ 
amines".  The  definition  of  'problem  drug  use' 
applied  by  EMCDDA  excludes  cannabis  and 
ecstasy  users  and  those  who  do  not  use,  or  at 
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least  not  regularly,  opiates,  cocaine  and  am¬ 
phetamines4;  it  is  thus  not  too  different  from 
the  US  concept  of  'hard-core'  drug  use.  The 
lowest  estimate  for  the  USA  (18  hard-core 
cocaine  users  per  1000  people  age  15-64)  is  still 
twice  as  high  as  the  upper  range  of  estimates 
for  European  countries(8-9  in  Italyor  the  U  K) . 

The  most  in-depth  data  set  (covering  the  last 
twenty-five  years)  for  high-school  students  is 
the  ‘Monitoring  the  Future  Project',  which  sur¬ 
veys  8th,  10th  and  12th  graders  across  the  U  nited 
States.  One  of  the  best  data  sets  for  cross-coun¬ 
try  analysis  in  Europe  is  the  European  ESPAD 
(European  School  Survey  Project  on  Alcohol 
and  Other  Drugs)  survey  which,  first  in  1995 
(26  countries)5,  and  again  a  few  years  later 
asked  cohorts  of  school  children  (in  some  40 
countries)  questions  about  alcohol  and  drug 
use.k  These  studies,  done  according  to  the 
same  methodological  procedures,  provide 
unique  possibilities  for  comparison  among 
European  countries,  including  countries  in 
Eastern  Europe,  and  by  focusing  on  the  same 
age  cohort  over  a  number  of  years,  also  show  a 
picture  of  trends  in  drug  use  among  the  youth 
population.  The  results  apply,  of  course,  only 
to  youth  regularly  attending  school.  This  caveat 
is  important  as  youth  who  are  frequently  absent 
from  school  are  less  likely  to  be  included  in  the 
survey  sample  though  they  are  disproportion¬ 
ately  more  likely  to  use  drugs.6  The  same  is 
even  more  true  for  school  dropouts. 

Though  school  surveys  cannot  substitute  for 
national  household  surveys,  some  of  the  main 
trends,  nonetheless,  are  reflected  in  such  sur¬ 
veys  as  well.  Both  types  of  surveys,  for  instance, 
showed  strong  increases  of  drug  consumption 
in  the  U  SA  in  the  1970s  and  a  decline  in  the 
1980s.  By  the  late  1990s  both  types  of  surveys 
showed  signs  of  stabilization  at  levels  that  were 
below  those  reported  in  the  mid  1980s.  In  the 
UK  both  household  surveys  and  school  surveys 
found  increases  in  drug  consumption  up  to  the 


mid  1990s,  but  no  continuation  of  this  upward 
trend  thereafter.  Current  use  of  drugs  in  the 
general  population  remained  stable  while 
national  school  surveys  even  showed  a  decline 
in  the  late  1990s.1 

The  relative  position  of  countries  with  respect 
to  the  levels  of  drug  abuse  is  also  rather  well 
reflected  in  school  surveys.  Countries  report¬ 
ing  high  levelsof  substance  abuse  among  youth 
tend  to  also  have  rather  high  levelsof  drug  use 
among  the  general  population,  and  vice  versa. 
Figure  6  shows  such  correlation  of  drug  use 
between  the  group  of  15-16  year-old  pupils 
and  theuseof  cannabisamong  the  general  pop¬ 
ulation  in  10  industrialized  countries ( R  =0. 87). 
As  cannabis  accounts  for  about  90%  of  total 
illegal  drug  use  among  15-16  year-olds  in  both 
Western  Europe  and  the  USA,  the  extent  of 
cannabis  use  is  at  the  same  time  a  good  proxy 
for  overall  levels  of  drug  use,  including  for 
drugs  other  than  cannabis.  The  analysis  of  the 
drug  using  behavior  of  15-16  year-olds  in  21 
countries,  for  which  detailed  data  have  been 
made  available  in  the  ESPAD  study,  suggests 
that  there  is  a  positive  correlation  between  the 
level  of  cannabis  use  among  15-16  year-olds  in 
a  country  and  the  use  of  other  illegal  drugs  in 
this  age  group  (R=0.80). 

Morbidity  and  mortality  information  sources 

Although  some  information  on  the  problems 
associated  with  drug  abuse  may  be  obtained 
from  surveys,  other  sources  are  more  commonly 
used  to  obtain  basic  data  on  adverse  health  and 
social  consequences.  These  include  targeted 
research  and  monitoring  activities  designed 
specifically  to  collect  information  on  drug 
abuse,  and  the  extraction  of  drug-related  data 
from  other  more  general  information  sources. 
Chronic  and  acute  health  consequences  can 
sometimes  be  monitored  through  the  national 
health  care  reporting  systems.  For  example, 
diagnostic  data  on  deaths  and  hospitalizations 
maybe  recorded  and  reported  annually  using 


k)  At  the  time  of  writing  this  Report,  not  all  ESPAD  survey  results  of  the  second  phase  among  high-school  students  have  been  published. 

l)  Life-time  prevalence  of  drug  use  among  the  14-15  year  olds,  for  instance,  fell  from  31%  in  1995/  96  to  27%  in  1998.  DrugScope,  Drug  Situa¬ 
tion  in  theUK:  Trends  &  Updates,  London  2000. 
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Fig.  6  :  Cannabis  use  reflected  in  school  surveys  (15-16  years  olds)  and  among  the  general 
population  in  industrialized  countries  in  the  late  1990s 

60% 


Annual  prevalence  among  the  general  population,  age  15  and  above 


Source:  EMCDDA,  Extended  annual  report  on  the  state  of  the  drugs  problem  in  the  European  Union,  Lisbon  1999;  NIDA,  Monitoring  the  Future, 
1975-1999,  Centre  for  Behavioural  Research  in  Cancer,  Australia  secondary  student’s  use  ofover-the  counter  and  illict  substances  in  1996,  in  Nov. 
1998;  Austrailian  Institute  of  Health  and  Welfare,  1998  National  Drug  Strategy  Household  Survey,  Canberra,  August  1999. 


the  International  Classification  of  Diseases 
(ICD).  Where  this  is  done  comprehensively 
and  with  attention  to  detail,  useful  information 
can  be  extracted. 

In  other  countries,  separate  drug-specific 
reporting  systems  have  been  developed.  Some 
countries  have  established  specialist  treatment 
registers  for  those  seeking  help  with  a  drug 
problem,  for  those  in  treatment,  or  for  those 
leaving  treatment.  Such  registers  reflect  the 
demand  for  treatment  as  well  as  its  availability 
and  attractiveness.  As  drug  abusers  typically 
consume  drugs  for  some  considerable  time 
before  seeking  help,  treatment  attendance 
must  be  viewed  as  a  delayed  or  'lagged'  indica¬ 
tor  of  prevalence.  Studies  suggest  that  West 
European  heroin  abusers  will  typically  have 
used  the  drug  for  between  three  and  six  years 
before  first  entering  treatment,  which  means 
that  increases  in  treatment  demand  may  con¬ 
tinue  even  though  the  levels  of  drug  abuse  are 
already  declining.  A  related  problem  is  the 
relapsing  of  drug  addicts  which  impacts  on 
treatment  demand.  Thiscan  lead  to  potentially 
erroneous  conclusions  that  prevention  is  not 
working,  even  though  de  facto  it  may  be  highly 
successful.  The  example  of  Spain  can  be  used 


to  demonstrate  this  point.  While  there  was  an 
increase  in  treatment  demand  for  heroin  abuse 
up  until  1996,  a  breakdown  shows  that  the 
number  of  people  that  entered  the  treatment 
system  for  the  first  time,  has  actually  been 
falling  since  1992,  by  some  40%  up  until  1998 
(see  Figure  7).  Such  simple  breakdowns  - 
though  highly  policy  relevant  -  are  unfortu¬ 
nately  not  availablefrom  manyother  countries. 

In  countries,  where  such  data  are  not  pub¬ 
lished  regularly,  treatment  data  can  still  be 
used  for  the  identification  of  underlying  abuse 
trends.  In  Italy,  for  example,  the  total  number 
of  people  in  treatment  was  growing  up  until 
1997.  The  actual  stabilization  of  abuse  trends, 
however,  started  a  couple  of  years  earlier.  This 
is  indirectly  reflected  in  the  changes  of  the 
growth  rates  of  treatment  demand.  While  the 
number  of  people  in  treatment  had  increased 
bymorethan  athird  in  1991,  a  consequence  of 
the  heroin  epidemic  of  the  late  1980s,  the 
growth  rate  declined  to  12%  in  1992  and  6%  in 
1997  before  turning  negative  in  1998  (-0.4%) 
and  1999  (-2%)  (see  Figure  8).  The  general  sta¬ 
bilization/  decline  was  even  more  pronounced 
with  regard  to  heroin.  Treatment  demand  for 
heroin  fell  between  1997  and  1999  by  7%, 
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Fig.  7:  Drug  addicts  treated  for  heroin  abuse 
in  Spain 
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Source:  Observatorio  Espanol  sobre  Drogas,  Informe  No.  3,  March 
2000  and  Plan  Nacional  Sobre  Drogas,  State  Information  System 
on  Drug  Abuse,  1995  Report,  Madrid  1995. 


more  than  twice  as  much  as  treatment  demand 
in  general,  reflecting  the  long-term  downward 
trend  of  the  proportion  of  heroin  in  Italy'sover- 
all  drug  treatment  demand  (92%  in  1990;  84% 
in  1999).  In  parallel,  the  average  age  of  people 
in  treatment  was  rising. 

In  recent  years,  Italian  researchers,  under  the 
auspices  of  EMCDDA,  have  developed  more 
sophisticated  models  which,  based  on  treat¬ 
ment  data  and  the  history  of  clients  in  treat¬ 
ment  centres,  have  been  able  to  create  a  fairly 
good  picture  on  the  development  of  drug  inci¬ 
dence  over  time.  All  of  these  models  indicated 
that  Italy's  hero  in  epidemic  of  the  1980s  peaked 
around  1991,  fell  strongly  thereafter  and  more 
or  less  stabilized  at  lower  levels  after  1993.  The 
models  proved  to  be  valuable  tools  to  forecast 
treatment  demand  a  couple  of  years  in  advance. 
Attempts  are  currently  under  way  to  adapt  such 
models  to  the  institutional  context  of  other 
European  countries  as  well. 


Fig.  8:  Drug  treatment  in  Italy 


Number  of  people  treated  for  drug  abuse 
—  Treatment  for  heroin  abuse  as  a  percentage 
of  all  drug  treatment 

Source:  Ministry  of  the  Interior,  Annual  Report  on  the  State  of  the 
Drugs  Problem  in  Italy  for  the  European  Monitoring  Centre  on  Drugs 
and  Drug  Addiction,  Rome  1996  and  Presidenza  del  Consiglio  del 
Ministri  Dipartimento  per  gli  Affari  Sociali,  Tossicodipendenze, 
Relazione  Annuala  al  Parlamenta  sullo  Statu  delle  Tossicodipedenze 
in  Italia,  1999,  Rome  2000. 

A  simple  treatment-related  indicator  isthe  mean 
age  of  people  in  treatment.  Available  data  for  12 
EU  countries  showed,  for  instance,  that  -  with 
onlytwo  exceptions-  the  mean  age  of  people  in 
treatment  was  growing  in  the  1990s,  reflecting 
the  ageing  of  the  drug  using  population, 
notably  of  heroin  addicts  (see  Figure  9).  The 
average  growth  of  the  mean  age  in  treatment 
was  about  one  year  over  the  1994-98  period. 
Even  stronger  increases  in  the  mean  age  were 
reported  from  Greece,  Spain,  Italy,  Portugal, 
France,  Belgium  and  Denmark.  These  are  usu¬ 
ally  positive  signs.  They  indicate  a  flattening  or 
even  a  possible  downward  trend  as  less  new 
(i.e.  younger)  users  are  entering  the  treatment 
system.  Of  course,  an  increase  in  the  mean  age 
also  raises  some  questions  about  the  adequacy 
of  the  treatment  available.  In  thepast,  thetreat- 
ment  systems  in  Europe  were  largely  geared 
towards  caring  for  heroin  addicts,  whose  num¬ 
bers  are  apparently  declining.  But  it  may  still 
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Treatment  for  heroin  abuse  as  a  percentage  of  ail  drug  treatment 


Fig.  9:  Changes  in  mean  age  treatment  for  drug 
problems  in  the  late  1990s  in  EU  countries 
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(:)  Unweighted  average  of  12  EU  countries; 

(*)  1995  starting  year; 

(**)  1993  starting  year; 

*  1997  latest  year  available 

Source:  EMCDDA,  2000  Annual  Report  on  the  State  of  the  Drugs 
Problem  in  the  European  Union,  Lisbon  2000  and  previous  years. 

take  sometime  until  the  systems  are  adequately 
reoriented  to  fulfill  the  needs  and  require¬ 
ments  of  users  of  other  drugs  as  well. 

Drug  treatment  reporting  registers  are  used 
most  commonly  in  countries  that  have  devel¬ 
oped  specialist  drug  treatment  services.  As 
help  for  drug  problems  can  be  provided  by  a 
diverse  range  of  institutions  and  individuals 
which  include  self-help  groups,  general  practi¬ 
tioners,  non-governmental  organizations  and 
various  elements  of  the  mainstream  health  and 
social  services,  the  development  of  specialist 
drug  treatment  registers  needs  to  be  carefully 
tailored  to  match  the  patterns  of  service  provi¬ 
sion  and  help-seeking  behaviour  found  within 
the  country  in  question. 

The  systematic  collection  of  treatment  data,  how¬ 
ever,  has  also  been  shown  to  provide  relatively 
good  and  reliable  information  on  the  drug 


problem  in  a  number  of  developing  countries. 
With  regard  to  cross-country  efforts  among 
developing  countries,  the  Asian  Multicity  Epi¬ 
demiology  Work  Group  and  CICAD  with  its 
SIDUC  system  (Inter-American  Uniform  Drug 
Use  Data  System)  have  done  pioneering  work 
in  this  area  in  the  1990s,  largely  improving  the 
understanding  and  the  transparency  of  exist¬ 
ing  trends  across  countries  in  the  two  regions. 
These  systems  are  partly  based  on  the  model  of 
the  Community  Epidemiology  Work  Group 
(CEWG),  set  up  a  couple  of  years  ago  with  the 
assistance  of  NIDA  in  the  USA.  CEWG  has 
proven  to  be  successful  in  the  early  identifica¬ 
tion  of  trends  at  the  local  level  and  the  sharing 
of  such  information  with  representatives  from 
other  parts  of  the  country  in  order  to  be  able 
to  respond  to  problems  even  before  they  occur. 
A  similar  system  at  the  national  level  was  also 
introduced  in  the  Republic  of  South  Africa 
(‘South  African  Community  Epidemiology 
Network')  which  may  be  expanded  to  neigh¬ 
bouring  countries  as  well. 

In  addition  to  registers  on  drug  abusers  who 
seek  treatment,  other  epidemiological  data  on 
the  health  consequences  of  drug  consumption 
have  been  collected  by  monitoring  emergency 
room  visits.  An  example  of  this  kind  of  informa¬ 
tion  system  istheDAWN  (Drug  Abuse  Warning 
Network)  in  the  United  States,  which  over  the 
years  developed  into  a  key  up-to  date  informa¬ 
tion  system  on  trends  in  problem  drug  use  in 
the  USA. 

One  particularly  worrying  consequence  of 
drug  abuse  is  that  of  viral  infection  in  general 
and  HIV  infection  in  particular.  Drug  injection  is 
a  major  risk  factor  for  HIV  infection  in  many 
parts  of  the  world.  Non-injecting  drug  users 
may  also  be  at  elevated  risk  because  of  an  asso¬ 
ciation  with  specific  patterns  of  drug  abuse 
and/  or  sexually  risky  behaviour.  Drug  epi¬ 
demiological  systems  have  been  developed  to 
record  HIV  infection  rates  among  drug  injec¬ 
tors  and  to  measure  the  extent  of  H  IV  risk 
behaviour  among  drug-using  populations. 
Drug  injection  can  spread  rapidly  in  areas 
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Fig.  10:  Incidence  of  AIDS  cases  related  to  injecting  drug  use  in  the  EU  per  milion  population 


Source:  EMCDDA,  1999  Extended  Annual  Report  of  the  Drugs  Problem  in  the  European  Union,  Lisbon  1999. 


where  it  has  been  previously  unknown  and 
information  systems  are  needed  to  identify  the 
emergence  and  spread  of  injecting  practices. 
This  work  is  both  methodologically  and  practi¬ 
cally  challenging  because  many  drug  injectors 
are  not  in  contact  with  services  and  therefore 
research  activities  have  to  take  place  in  commu¬ 
nity  settings.  However,  such  information  is  vital 
to  the  targeting  and  evaluation  of  interven¬ 
tions.  Its  systematic  collection  in  a  number  of 
countries  has  definitely  increased  awareness  of 
the  problem  which  isa  first  step  towardsfinding 
solutions.  In  the  countries  of  Western  Europe, 
for  instance,  thishasled  to  significantly  improved 
services  and  prevention  work  and  enabled  a 
great  reduction  in  the  incidence  of  AIDS  cases 
related  to  injecting  drug  use  from  28  per  mil¬ 
lion  inhabitants  in  1994  to  11  in  1998,  about  the 
same  level  as  a  decade  earlier  (see  Figure  10). 
All  EU  countries  reported  reductions.  The 
strongest  declines  over  the  1994-98  period 
were  reported  from  Spain,  Italy  and  France. 
Over  the  1985-98  period  some  23%  of  AIDS 
cases  in  the  countries  of  the  European  Union 


were  related  to  injecting  drug  use  (unweighted 
average  of  the  15  countries).  This  compares 
with  a  rate  of  36%  for  the  U  SA  over  the  same 
period.  The  share  reported  from  the  USA  is, 
however,  within  the  range  of  results  reported 
from  individual  European  countries  which 
goes  from  3.8%  in  Finland  to  65%  in  Spain. 
While  H IV  has  been  one  of  the  main  concerns 
of  policy  makers,  progress  with  regard  to  hep¬ 
atitis  B,  C  and  tubercular  infections,  all  of 
which  also  cause  major  health  problems 
among  drug  injectors,  was  less  pronounced. 

The  development  of  drug-related  mortality  is 
sometimes  seen  as  the  ultimate  success  or  fail¬ 
ure  of  countries'  drug  policies.  The  effective¬ 
ness  of  both  drug  prevention  and  treatment  is 
eventually  reflected  in  drug-related  mortality 
data.  A  more  immediate  impact  in  reducing 
drug  related  deaths  can  be  usually  achieved  by 
improving  availability  and  effectiveness  of 
treatment  services.  Even  though  they  cannot 
prevent  all  drug-related  deaths  as  not  all  drug 
addicts  are  willing  to  undergo  treatment  and 
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relapse  rates  tend  to  be  high,  they  usually  help, 
at  least,  to  elevate  the  average  age  of  drug-related 
deaths.  This  is  more  than  a  simple  postpone¬ 
ment  of  drug-related  death.  It  meansthat  drug 
users  are  offered  extended  opportunities  to  get 
rid  of  their  addiction. 

In  the  long  run,  falling  numbers  of  deaths,  how¬ 
ever,  will  be  only  possible  if  prevention  works, 
i.e.  if  the  number  of  new  drug  addicts  can  be 
lowered.  But,  even  if  this  is  achieved,  it  can  take 
several  years  until  this  is  reflected  in  the  death 
statistics.  Drug  epidemics  are  dynamic  processes 
which,  once  started,  tend  to  expand  exponen¬ 
tially.  They  may  come  to  an  end  by  themselves, 
but  this  could  well  take  fifteen  years  or  longer 
and  cost  the  lives  of  many  more  young  men 
and  women.  Against  such  a  background,  any 
stabilization  following  years  of  a  major  upward 
trend,  may  be  regarded  as  a  success. 

Data  provided  by  the  European  Monitoring 
Centre  for  Drugs  and  Drug  Addiction  suggest 
that  a  stabilization  -  following  a  strong  intensi¬ 
fication  of  demand  reduction  efforts  -  was 
actually  achieved  in  the  countries  of  the  Euro¬ 
pean  Union  in  the  1990s.  Following  strong 
increases  in  the  1980s,  the  number  of  acute 
drug  deaths  stagnated  in  the  European  Union 
in  the  1990s.  If  thetrendsof  the  1980shad  con¬ 
tinued  -  which  might  have  been  the  case  with¬ 
out  appropriate  interventions  -  the  number  of 
acute  drug-related  death  cases,  less  than  7,000 
a  year  in  the  late  1990s,  could  well  have  been 
three  times  higher  in  the  late  1990s(See  Figure 
11).  The  number  of  acute  drug-related  deaths 
in  the  European  U  nion  was  less  than  half  the 
number  in  the  United  States  (about  16,000  in 
1997,  according  to  I  CD-9  classification1^)  and 
less  than  a  third  in  per  capita  terms  (less  than 
20  drug-related  deaths  per  million  inhabitants 
in  the  EU  as  compared  to  59  in  the  USA).  A 
majority  of  West  European  countries  located 
on  the  continent  already  reported  declines  in 


drug-related  death  cases  over  the  1992-1998, 
including  France,  Spain,  Germany,  Italy,  and 
if  the  1994-98  period  is  looked  at,  Austria, 
Luxembourg  and  Switzerland. 

FI  ow  reliable  are  such  mortality  data  and  how 
good  are  they  to  identifydrug  trendsand  make 
cross-country  comparisons?  The  answer  to  the 
first  question  depends  largely  on  the  countries 
collecting  such  data.  In  developing  countries 
and  countries  in  transition,  but  also  in  some 
developed  countries,  the  accuracy  and  com¬ 
prehensiveness  of  mortality  registers  may  be 
questionable.  Detail  necessary  to  compile  reli¬ 
able  drug  mortality  statistics  is  often  absent.  In 
other  cases,  various  kinds  of  social  pressures 
inhibit  therecording  of  drug  abuse  as  causeof 
death  which  may  lead  to  under  reporting. 


Fig.  11:  Drug  deaths  in  the  EU:  actual  death 

cases  compared  to  extrapolated  trend 
data  of  the  1980s 
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Source:  EMCDDA,  2000  Annual  Report  on  the  State  of  the  Drugs 
Problem  in  the  European  Union,  Lisbon  2000. 


m)  I  CD  9  includes  deaths  attributable  to  drug  psychoses:  drug  dependence:  non-dependent  use  of  drugs  (excluding  alcohol  and  tobacco):  acci¬ 
dental  poisoning  by  drugs  and  medicaments;  suicide  by  drugs  and  medicaments;  assault  from  poisoning  by  drugs  and  medicaments;  poison¬ 
ing  by  drugs  and  medicaments  undetermined  whether  accidentally  or  purposely  inflicted.  Drug  induced  cases  exclude,  however,  accidents, 
homicides  and  other  causes  indirectly  related  to  drug  use.  Also  excluded  are  newborn  deaths  associated  with  a  mother's  drug  use. 
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Not  all  patterns  of  drug  abuse  result  in  signifi¬ 
cant  levels  of  mortality,  and  for  those  that  do, 
the  relative  number  of  individualsdying  in  any 
particular  time  period  may  be  relatively  small. 
Mortality  data  are  usually  closely  linked  to  the 
use  of  a  few  problem  drugs,  such  as  heroin  and 
other  opiates  (Europe),  cocaine  and  heroin 
(USA)  or  methamphetamine and  heroin  (East 
Asia).  The  consequence  is  that  trends  derived 
from  mortality  data  at  the  national  level  reflect 
abuse  patterns  of  specific  drugs,  rather  than  of 
all  drugs.  As  such  trends  may  be  based  on  small 
numbers  of  observations,  they  may  not  be  very 
meaningful  for  smaller  countries;  thisdoesnot 
mean,  however,  that  reasonable  conclusions 
cannot  be  drawn  once  data  are  analyzed  within 
a  broader  subregional  or  regional  context. 

Definitional  problemsalso  exist  which  are  more 
significant  than  for  other  drug  indicators.  In 
fact,  even  in  countries  where  considerable 
efforts  have  been  made  to  develop  compre¬ 
hensive  drug-related  mortality  registers,  prob¬ 
lems  remain,  particularly  if  data  are  to  be  used 
for  cross-country  comparisons.  The  link  be¬ 
tween  drug  use  and  death  is  seen  differently 
from  country  to  country.  I  n  some  classification 
systems,  for  instance,  drug-related  suicide  is 
exempted  even  though  distinguishing  between 
an  accidental  and  a  deliberate  overdose  is  often 
difficult.  In  some  countries,  AIDS  developed 
through  needle  sharing  isseen  as  a  drug-related 
death,  in  others  not.  In  some  countries,  a  traf¬ 
fic  accident  which  involves  a  person  with  traces 
of  cannabis  in  the  blood,  is  registered  asadrug 
death,  while  in  others  a  person,  under  the 
influence  of  heroin,  falling  under  a  train,  is 
recorded  as  a  traffic  accident,  not  a  drug  death. 
Indeed,  in  most  countries,  the  role  of  drug 
abuse  in  accidental  deathssuch  as  those  caused 
by  traffic  accidents,  goes  largely  unreported. 
The  more  general  problem  is  that  drug  abuse 
may  be  just  one  of  several  possible  causal  fac¬ 
tors,  or  even  one  among  a  range  of  factors  con¬ 


tributing  to  death.  Drug  abusers  may  be  using 
a  range  of  substances,  including  high  levels  of 
alcohol,  which  complicates  the  attribution  of  a 
causal  link  between  death  and  any  particular 
substance.  This  again  is  handled  differently 
among  countries." 

For  years,  attempts  have  been  made  to  stan¬ 
dardize  the  drug-related  death  indicator.  In  prac¬ 
tice,  however,  this  has  remained  a  highly 
complicated  endeavor,  even  within  groups  of 
countries,  such  as  the  EU  Member  States,  which 
otherwise  work  closely  together.  The  most  widely 
used  indicators  for  inter-country  comparison, 
at  the  moment,  are  those  where  the  nature  of 
the  causal  link  between  drug  consumption  and 
the  recorded  event  (death)  is  as  far  as  possible 
unambiguous,  such  as  drug  overdose  leading 
to  death. 

Adverse  social  consequences  of  drug  abuse 

Other  methods  and  data  sources  are  required 
to  estimate  adverse  social  consequences,  par¬ 
ticularly  drug-related  crime  and  lost  productiv¬ 
ity  due  to  drug  abuse. 

There  is  little  doubt  that  drug  abuse  is  related 
to  crime:  in  many  countries  illicit  drug  use  is  a 
criminal  offence,  and  it  is  a  contributory  cause 
in  some  property  crimes  and  crimesof  violence. 
The  nature  of  the  relationship,  however,  is  not 
so  simple.  While  manycriminalstakedrugsand 
many  drug  addicts  commit  crimes,  it  is  likely 
that  both  drug  abuse  and  crime  are  related  to  a 
similar  set  of  socio-demographic  and  personal¬ 
ity  variables  such  as  poverty,  poor  future  career 
or  income  prospects,  low  self  esteem  and  poor 
social  integration.  These  factors  may  be  under¬ 
lying  causes  of  both  criminality  and  illicit  drug 
use.  But,  even  if  this  were  the  case,  illicit  drug 
use  and  crime  can  be  still  seen  asmutuallyrein- 
forcing  forms  of  behavior.  This  has  important 
policy  implications.  A  fall  in  the  levels  of  drug 
abuse  is  likely  to  contribute  to  an  overall  reduc- 


n)  In  response  to  this,  indirect  methods  have  been  developed  to  determine  the  attributable  portion  of  mortality  and  morbidity  that  is  due  to 
illicit  drug  abuse.  These  combine  prevalence  data  with  the  relative  risk  of  particular  disorders  for  drug  abusers  versus  non-abusers  to  esti¬ 
mate  the  proportion  of  cases  that  can  be  attributed  to  the  abuse  of  drugs.  At  present  the  necessary  data  to  develop  robust  estimates  in  this 
area  is  however  largely  lacking. 
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tion  in  the  levels  of  crime.  U  S  data  point  in  this 
direction.  While  drug  abuse  rates  -  notably  of 
cocaine  abuse  -  were  clearly  lower  by  the  end  of 
the  1990s  than  a  decade  earlier,  both  the  total 
crime  rate  and  the  property  crime  rate  fell  by 
20%,  the  violent  crime  rate  by  23%,  murders  by 
28%  and  murders  related  to  the  narcotics  drug 
laws  by  50%  over  the  1990-98  period.0  Once  the 
crime  costs  and  other  related  costs  to  drug  abuse 
are  quantified  on  a  regular  basis,  they  could 
provide  a  powerful  instrument  to  measure  the 
cost  effectiveness  of  various  kinds  of  drug- 
related  interventions. 

Law  enforcement  data  on  the  number  of  drug 
crimes,  property  crimes  and  violent  crimes  are 
thus  increasingly  seen  as  important  areas  for 
developing  monitoring  capacity.  Data  on  viola¬ 
tions  of  drug  law  are  included  in  most  drug 
information  systems  and  in  some  countries 
may  be  the  only  routinely  collected  indicator 
of  drug  abuse.  They  are,  of  course,  not  without 
problems.  In  countries  where  drugs  are  pro¬ 
duced  or  which  lie  along  trafficking  routes,  a 
distinction  is  useful  to  make  between  drug  law 
violations  and  seizures  relating  to  drugs  for 
domestic  use,  and  those  relating  to  drugs  in¬ 
tended  for  export.  It  should  also  be  remembered 
that  such  data  reflect  changes  in  consumption 
patterns  as  well  as  the  priorities  and  efficiency 
of  law  enforcement  agencies.  The  possibility  of 
a  phenomenon  known  as  'deviancy  amplifica¬ 
tion'  has  been  noted,  whereby  an  increase  in 
interdiction  activities  resulting  from  political 
or  public  concern  leads  to  increased  arrests 
which  in  turn  generate  even  more  public  con¬ 
cern  and  further  callsfor  increased  activities  by 
law  enforcement  bodies.  This  usually  does  not 
affect  long-term  trends,  but  it  may  have  a  sig¬ 
nificant  impact  on  short-term  trends. 

The  analysis  of  drug  supply  and  drug  markets 
is,  of  course,  not  restricted  to  statisticson  arrests 
for  drug  violationsor  on  the  numbersof  seizures 


made.  Other  relevant  information  sources 
include:  survey  data  on  the  relative  ease  with 
which  respondents  are  able  to  obtain  illicit 
drugs;  police  reports  or  at  least  anecdotal  data 
on  the  price  of  drugs  at  the  street  level;  infor¬ 
mation  from  or  studies  of  drug  abusers;  and 
laboratory  analyses  of  the  composition  and 
potency  of  street  drugs. 

Another  input  to  epidemiological  study  is  the 
loss  of  worker  productivity  due  to  problems  of 
acute  or  chronic  drug  abuse.  This  may  show  up 
in  statisticson  workplace  accidents;  absenteeism 
or  disciplinary  problems.  Sources  of  informa¬ 
tion  on  drug  abuse  in  the  workplace  stem  mainly 
from  specific  studies  which  analyze  the  rela¬ 
tionship  between  employee  drug  test  results 
and  accidents,  absenteeism  and  turnover.  Lower 
status  workers,  young  persons,  males  and  work¬ 
ers  in  particular  industries  are  particularly 
prone  to  drug  abuse.  Aspects  of  the  work  envi¬ 
ronment  such  as  stress,  organizational  and  co¬ 
worker  norms,  and  ready  availability  will 
influence  levelsof  alcohol  and  drug  use  on  the 
job.  A  relationship  has  been  found  between 
drug  abuse  and  unemployment,  turnover  and 
absenteeism;  but  the  evidence  regarding  the 
relationship  of  drug  abuse  to  workplace  accidents 
is  less  compelling.  In  the  absence  of  more  spe¬ 
cific  data  on  the  adverse  consequences  of  drug 
abuse  in  the  workplace,  economic  cost  studies 
rely  on  indirect  methods  to  estimate  produc¬ 
tivity  I  osses.  M  ost  cost-of-i  1 1  n  ess  stud  i  es  esti  mate 
productivity  losses  by  comparing  the  wages  of 
drug-dependent  persons  to  other  workers, 
using  this  as  a  crude  measure  of  lower  produc¬ 
tivity  attributable  to  drugs.  It  goes  without 
saying  that  this  approach  remains  problematic. 
It  suggests  that  productivity  losses  are  exclu¬ 
sively  borne  by  the  drug-taking  person  who 
accepts  lower  wages  while  enterprises  would 
bear  no  costs.  This  is  not  the  case.  But  even  with 
these  caveats  in  mind,  the  calculated  magni¬ 
tudes  of  productivity  costs  arising  from  drug 


o)  The  total  crime  rate  in  the  USA  per  100,000  in  habitants  showed  a  fall  from  5,820  in  1990  to  4,615  in  1998;  the  property  crime  rate  fell  from 
5,088  to  4,049  and  the  violent  crime  rate  from  731  to  566.  The  total  number  of  murders  fell  from  23,438  to  16,914;  the  murders  related  to 
the  drug  laws  fell  from  1,367  to  679.  (U.S.  Department  of  Justice  (Federal  Bureau  of  Investigation),  Crime  in  the  United  States:  Uniform  Crime 
Reports  (1990-99),  Washington  2000.) 
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abuse  are  significant.  One  NIDA  study  calcu¬ 
lated  the  productivity  losses  due  to  drug  abuse 
(lost  earnings  of  drug-related  crime  victims  and 
lost  earnings  of  drug  users  due  to  illness  and 
premature  death)  at  US$  78  billion7  in  1995, 
equivalent  to  1.1%  of  GDP. 


2.1.3.  THE  DIFFICULTIES  OF 

MONITORING  DRUG  ABUSE 
AND  THE  WAY  AHEAD 

Each  of  the  primary  sources  of  information 
required  for  epidemiological  monitoring  has 
particular  constraints  and  limitations,  asalready 
noted. 

Yet  epidemiological  monitoring  systems  are 
essential  to  achieve  sustainable  progress  in  the 
field  of  demand  reduction.  Improving  the  epi¬ 
demiological  framework  of  drug  demand 
requires  basically  multiple  indicators  and  mul¬ 
tiple  methods.  No  one  method  is  entirely  ade¬ 
quate.  Surveys  provide  reasonably  reliable  and 
generalizable  data  on  drug  use,  but  fail  to  cap¬ 
ture  important  high-risk  groupsand  behaviours 
such  as  drug  injecting.  Law  enforcement  data 
provide  important  insights  into  the  drug  situa¬ 
tion  in  a  country,  but  are  influenced  by  other 
factors  as  well.  Health  care  data  are  sometimes 
limited  to  the  most  severe  health  consequences 
of  drug  abuse,  which  only  represent  the  tip  of 
the  iceberg.  In  order  to  obtain  a  fair  under¬ 
standing  of  underlying  trends,  all  of  the  above 
mentioned  sources  have  to  be  pooled  and  com¬ 
pared  with  the  aim  of  using  multiple  indicators, 
methods  and  sources  of  data  on  drug  abuse,  its 
adverse  consequences  and  associated  risk  fac¬ 
tors  to  overcome  the  problems  associated  with 
individual  indices.  In  thiscontext,  for  countries 
seeking  to  establish  or  develop  drug  informa¬ 
tion  systems,  it  is  definitely  an  advantage  to  be 
able  to  build  on  the  experiences  of  countries 
where  considerable  investment  in  such  fields 
has  already  been  made. 


Everywhere,  information  deficits  are  apparent 
and  systems  are  slow  to  respond  to  new  trends. 
Nonetheless,  there  isnowknow-howavailableof 
howto  use  a  few  key  indicators  of  drug  demand 
to  construct  a  reliable  knowledge  base.  This 
development  is  acknowledged  to  be  of  critical 
importance  for  the  formulation  and  evaluation 
of  effective  polices  and  interventions.  UNDCP 
isworking  with  other  international  organizations 
and  regional  drug  epidemiology  groups  to  reach 
consensus  on  the  key  indicators  that  are  appro¬ 
priate  for  standardization,  and  this  in  turn  will 
lead  to  improved  comparability  of  epidemiologi¬ 
cal  monitoring  over  time  and  between  countries. 

Yet  it  is  not  sufficient  to  have  agreement  on 
sound  measurement  systems  if  countries  lack 
the  capacity  to  collect  data  in  the  first  place. 
Improvements  in  epidemiological  methods 
and  systems  are  most  apparent  in  the  industri¬ 
alized  countries  where  drug  abuse  has  been  a 
major  concern  for  a  considerable  time,  and 
where  resources  have  been  available  for  the 
development  and  support  of  monitoring  sys¬ 
tems.  But  drug  abuse  has  now  become  a  major 
issue  for  governments  in  both  the  developed 
and  the  developing  world.  Many  countries  are 
currently  experiencing  serious  drug  problems, 
yet  lack  the  basic  information  necessary  to 
develop  appropriate  responses.  Today's  chal¬ 
lenge  isnotonlyto  improve  existing  information 
systems  and  to  develop  a  more  sophisticated 
understanding  of  the  costs  associated  with 
drug-related  behaviour,  but  also  to  build  the 
capacity  to  collect  information  in  parts  of  the 
world  where  it  is  currently  lacking.  With  this 
objective,  UNDCP  is  helping  countries  to 
develop  their  own  epidemiological  information 
systems.  The  G  lobal  Assessment  Programme  on 
Drug  Abuse  (GAP)  will  support  the  establish¬ 
ment  of  national  drug  information  systems  and 
regional  epidemiology  networks  (see  Box 
number  2B) . 
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Box  2B:  UNDCP  Supporting  Drug  Epidemiology 

National  governments,  as  well  as  regional  and  global  bodies  have  all  made  a  commitment  to  improving  the  quality  and 
comparability  of  the  information  collected  on  illicit  drug  consumption.  This  consensus  is  enshrined  in  the  Political  Decla¬ 
ration  on  the  Guiding  Principles  of  Demand  Reduction  where  countries  commit  themselves  to  base  their  demand  reduction 
response  on  regular  assessments,  to  be  undertaken  in  a  comprehensive  and  systematic  manner.  Interest  in  the  epidemi- 
ologial  situation,  however,  goes  much  further.  U  nderstanding  the  development  of  drug  abuse  is  not  only  a  matter  of  local 
or  national  interest  but  increasingly  a  topic  of  interest  for  the  international  community  as  a  whole.  In  today's  ever  more 
integrated  world,  drug  epidemics  of  drug  abuse  do  not  respect  national  borders. 

Against  this  background,  UNDCP  sees  one  of  its  key  roles  in  the  developing  a  better  understanding  of  global  trends  in  drug 
abuse,  as  well  as  in  supporting  countries  to  improve  their  information  resources  -  a  precondition  for  successful  demand 
reduction  interventions  and  for  informing  member  states  about  emerging  trends. 

The  formal  mechanism  by  which  Member  States  report  on  the  drug  abuse  situation  is  the  Annual  Reports  Questionnaire 
(ARQ).  The  completed  questionnaires,  together  with  other  information,  are  synthesised  in  U  N  DC  P's  annual  reports  to  the 
Commission  on  Narcotic  Drugs  (CND),  the  main  policy  making  body  of  the  U  nited  Nations  on  issues  related  to  illegal 
drugs.  ARQ  data  also  form  the  basis  of  much  of  the  information  contained  in  this  and  the  previous  IV or/d  Drug  Report,  and 
for  the  production  of  a  statistical  review,  Global  Illicit  Drug  Trends  which  is  published  annually.  Following  a  decision  of  the 
CND,  the  ARQ  is  currently  being  revised  in  order  to  simplify  it,  sharpen  its  focus  and  reduce  duplication.  The  revised  ARQ 
will  include  a  set  of  core  indicators  -  similar  to  those  already  in  use,  or  in  the  process  of  being  developed  by  regional  organ¬ 
isations-  that  should  allow  for  better  and  more  comparable  reporting  as  well  as  assist  Member  States  in  the  establishment 
of  efficient  drug  monitoring  systems. 

One  of  the  preconditions  for  the  system  to  work  is,  of  course,  that  countries  are  able  to  collect  epidemiological  informa¬ 
tion.  While  even  more  sophisticated  methods  of  collecting  such  information  are  now  available  and  investments  made  by 
countries  into  drug  epidemiology  over  the  last  decade  are  starting  to  show  dividends,  the  majority  of  developing  countries 
has  not  benefitted  from  these  advances.  In  many  parts  of  the  world  very  little  information  is  available  and  correspondingly 
the  understanding  of  the  dynamics  and  patterns  of  illicit  drug  consumption  remains  poor.  This  can  create  a  vicious  circle. 
Anecdotal  information  on  the  drug  abuse  situation  is  not  a  sufficient  basis  for  development  assistance  to  build  demand 
reduction  programmes.  At  the  same  time,  the  lack  of  economic  resources  and  the  existence  of  more  pressing  needs  may 
prevent  countries  from  investing  in  the  establishment  of  drug  monitoring  systems. 

UNDCP'sGlobal  Assessment  Programme  (GAP)  aims  to  break  this  vicious  circle  by  actively  assisting  countries  to  develop 
data  collection  systems  and  improve  the  quality  and  comparability  of  the  information  collected.  GAP  regional  epidemio¬ 
logical  advisors  are  currently  helping  to  coordinate  improvements  in  data  collection  in  Central  and  Southern  Africa  and 
in  Central  and  South-West  Asia.  The  programme  also  encourages  the  development  of  sustainable  data  collection  activities 
that  reflect  the  core  information  topics  found  in  the  ARQ.  These  include  measuring  the  extent  of  drug  abuse  and  its  adverse  con¬ 
sequences,  such  as  drug-related  deaths,  treatment  and  FI  IV  infections.  A  GAP  'methodological  toolkit'  will  be  shortly  avail¬ 
able,  providing  a  practical  planning  guide  for  countries  wishing  to  adapt  state-of-the-art  data  collection  methods  to  their 
own  national  circumstances.  In  parallel,  U  N  DCP  has  been  assisting  various  Latin  American  countries,  including  countries 
that  have  already  an  advanced  research  capacity,  in  conducting  epidemiological  surveys  in  a  way  that  results  become  directly 
comparable  across  countries.  Moreover,  UNDCP  has  been  conducting  a  number  of  rapid  assessment  studies,  notably  in  a 
number  of  countries  in  Africa,  to  obtain  basic  information  on  patterns  of  drug  abuse  and  thus  have  a  basis  for  targeting 
interventions. 

Despite  of  all  of  these  efforts,  the  challenge  of  developing  a  timely  and  comprehensive  understanding  of  the  dynamics  of 
global  drug  abuse  isconsiderable,  and  much  remainsto  be  done.  The  demandsof  globalization  and  the  need  for  evidence 
based  responses  mean  that  such  an  understanding  of  the  drug  abuse  situation  and  its  development  are  critical.  This  is 
increasingly  being  recognised.  Progress  can  and  is  being  made  and  UNDCP  remains  an  active  and  committed  partner  to 
this  endeavour. 
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2.2.  PREVENTION 

2.2.1.  FROM  EARLY  SUBSTANCE 
ABUSE  PREVENTION  TO 
MODERN  APPROACHES 

In  general  terms,  drug  prevention  aims  at  pre¬ 
venting  the  occurrence  of  substance  abuse  in 
society,  as  it  is  clearly  better,  and  more  cost  effec¬ 
tive,  to  prevent  problems  in  the  first  place  rather 
than  to  have  to  deal  with  them  later.  Asa  major¬ 
ity  of  people  first  use  drugs  during  school  age, 
prevention  work  has  to  set  in  earlier. 

Oneslightlymore operational  goal  isto  reduce 
or  delay  the  onset  of  substance  abuse  in  society, 
reflecting  the  fact  that  the  vulnerability  to  sub¬ 
stance  abuse  generally  reduces  with  age.  The 
longer  the  onset  can  be  delayed,  the  less  likely 
it  becomes  that  a  person  will  eventually  turn  to 
drugs.  Other  goals,  pursued  in  some  countries, 
include  the  prevention  of  the  progression  to 
full-scale  drug  addiction.  The  chancesof  success 
are  greatest  if  intervention  starts  at  the  earliest 
possible  moment.  There  is  also  a  possibility  of 
'maturing  out'  of  drug  use  as  circumstances 
change.  This  process,  again,  can  be  facilitated 
and  shortened  through  prevention  activities. 

Bytargeting  variousrisk  groups-  similar  to  the 
market  segmentation  approach  by  commercial 
companies  -  attempts  are  made  to  tailor  the 
messages  and  interventions  to  specific  needs 
and  thus  to  increase  the  overall  chances  for 
success.  While  this  is  necessary,  care  has  to  be 
taken  that  the  messages  and  intervention  in 
this  process  remain  consistent  with  oneanother 
which,  in  today'sever  more  integrated  world,  is 
a  difficult  exercise.  Even  if  potential  risk  groups 
are  successfully  targeted,  there  are  limitations 
to  what  prevention  can  do.  The  best  marketing 
efforts  will  not  convince  all  potential  buyers  of 
the  advantages  of  a  specific  product,  and  simi¬ 
larly,  the  best  identification  of  risk  groups,  and 
tailoring  of  messages  and  interventions,  will 
not  make  all  potential  drug  takers  refrain.  In 
the  end,  each  individual  is  different,  and  what 
might  be  a  valid  argument  for  one  person  may 


still  fail  to  convince  another  one.  There  are 
also  limitations  to  prevention  work  once  drug 
use  has  set  in.  An  effective  demand  reduction 
strategy  therefore  requires  a  balance,  an  inte¬ 
gration  of  both  prevention  and  treatment:  the 
latter  has  to  be  available  if  the  first  has  failed. 

It  is  clear  that  without  a  successful  prevention 
strategy,  all  drug  policies  are  likelyto  fail  even¬ 
tually.  While  laws  that  forbid  trafficking  and 
possession  of  drugs  are  important  elements  in 
a  national  drug  strategy  as  they  document,  in 
general  terms,  the  normsof  behaviour  in  society, 
they  are  not  sufficient  unless  potential  users 
themselves  come  to  the  conclusion  that  the  use 
of  drugs  is  against  their  own  interests.  It  is  this 
internalization  of  social  norms  which  is  one  of 
the  core  functions  of  prevention.  Though  usu¬ 
ally  much  less  tangible  than  other  elements  in 
the  drug  field,  prevention  remains  the  key  to 
long-term  success. 

Substance  abuse  prevention  in  its  earliest  form 
was  essentially  based  on  opinion  rather  than 
science.  The  dominant  approach  was  informa¬ 
tion  dissemination ,  based  on  the  assumption  that 
once  people  knew  the  negative  consequences 
of  drug  use,  they  would  choose  not  to  use  drugs. 

Evaluations  have  shown  that  pure  information  dis¬ 
semination  approaches  increase  knowledge  of  the 
adverse  consequences  of  using  drugs.  They  may 
also  increase  anti-drug  attitudes,  but  there  are 
also  some  examples  showing  an  opposite  out¬ 
come,  of  people  being  better  informed  -  and 
taking  more  drugs.  Results  also  seem  to  be  loca¬ 
tion  dependent.  While  in  several  developing 
countries  there  is  still  a  need  for  basic  informa¬ 
tion  on  drugs,  this  is  already  widely  available  in 
developed  countries.Theadditional  value  added 
of  more  detailed  drug  information  may  thus  be 
limited.  There  isa  lack  of  serious  long-term  stud¬ 
ies  to  investigate  whether  prevention  approaches 
which  are  exclusively  based  on  information  dis¬ 
semination  have  an  impact  on  future  behavior.  A 
consensus,  however,  seems  to  emerge  that  infor¬ 
mation  dissemination  isa  necessary,  though  not 
a  sufficient  condition  for  successful  prevention. 
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Far  more  controversial  has  been  the  additional 
use  of  scare  tactics,  which  have  been  repeatedly 
applied  in  prevention  activities  across  the 
world  since  the  beginning  of  the  20th  century. 
Research  in  western  countries  suggested  that 
prevention  initiatives  which  overemphasized  or 
exaggerated  th  e  n  egati  ve  co  n  seq  u  en  ces  of  d  r  u  g 
consumption,  made  the  information  lesstrust- 
worthyto  thetarget  population.  The  wisdom  of 
prevention  campaigns  which  concentrated 
more  on  scaring  individuals  than  on  providing 
sound  facts,  were  therefore  questioned.  While 
a  majority  of  people  may  have  even  reacted  as 
expected,  for  certain  groups  at  risk,  the  propa¬ 
gated  dangers  of  drugs  made  them  even  more 
attractive  for  experimentation.  The  loss  of 
credibility  proved  to  bean  additional  hurdle  at 
a  later  stage  for  these  groups  to  make  use  of 
counselling  services.  Some  countries  outside 
North  America  and  Europe,  by  contrast,  appear 
to  have  had  some  success  with  deterrence 
models.  This  may  change,  however,  as  commu¬ 
nication  flows  across  countries  increases. 

A  different  though  related  issue  is  media 
response  to  specific  events,  and  the  use  of  scare 
tactics  to  transport  the  message.  I  n  the  U  K,  for 
instance,  a  major,  unofficial,  nationwide  media 
campaign,  lasting  for  several  months,  followed 
the  death  of  a  young  woman  from  ecstasy  use 
in  December  1995.  This  death  received  much 
coverage  as  the  parents  had  allowed  pho¬ 
tographs  to  betaken  in  the  intensive  care  unit 
before  their  daughter  died.  The  unofficial 
media  campaign  appears  to  have  been  success¬ 
ful  in  the  short  term.  A  nationwide  school 
survey  among  15-16  year-old  students  in  1997 
showed  lifetime  prevalence  of  ecstasy  use  at  3% 
and  use  of  amphetamines  at  7.3%,  while  a 
nationwide  school  survey  among  the  same  age 
group  two  years  earlier  had  shown  prevalence 
ratesof  8%  and  13%,  respectively  ,p  Differences 


in  methodologial  approaches  may  explain 
some,  but  are  unlikely  to  explain  all  of  the 
change.  However,  the  momentum  created  by 
the  event  could  not  be  maintained.  In  1998,  the 
British  Crime  Survey,  showed  that  the  effects  had 
largely  waned.  Substance  abuse,  including  use 
of  ecstasy,  returned  to  previous  levels. 

The  example  shows  that  the  whole  issue  remains 
complicated  and  still  requires  further  investiga¬ 
tion.  A  tentative  conclusion,  however,  suggests 
that  even  though  some  short-term  gainscould  be 
obtained,  scare  tactics  may  be  counterproduc¬ 
tive  in  the  long-run.  The  international  experts 
designing  the  Declaration  on  the  Guiding  Prin¬ 
ciples  of  Drug  Demand  Reduction,  passed  bythe 
June  1998  Special  Session  of  the  General  Assem¬ 
bly,  came  to  the  same  conclusion:  "Information 
utilized  in  ...  prevention  programmes  should  be 
clear,  scientifically  accurate  and  reliable,  cultur¬ 
ally  valid,  timely  and,  where  possible,  tested  with 
a  target  population.  Every  attempt  should  be 
made  to  ensure  credibility,  avoid  sensationalism, 
promote  trust  and  enhance  effectiveness....’,q 

Another  frequent  weakness  of  many  preven¬ 
tion  efforts  in  the  past  was  the  tendency  for  the 
prevention  agency  to  play  a  central  role  in  defining 
problems  and  organizing  solutions  for  the 
target  group.  More  recently,  and  based  on  the 
results  of  evaluations,  the  active  role  of  the 
community  and  the 'target  group'  in  defining 
the  problem  and  finding  the  solution  to  it  has 
been  emphasized. 

To  date,  most  of  the  research  into  the  effec¬ 
tiveness  of  drug  prevention  has  been  carried 
out  in  the  industrialized  world,  notably  in  the 
U  nited  States,  and  the  'scientific approach'  to  pre¬ 
vention  has  been  showing  success.  Prevalence 
rates  fell  significantly  in  the  USA.  In  many 
other  western  countries,  the  upward  trend  in 


p)  Lifetime  prevalence  of  ecstasy  use  among  15-16  year-olds  fell  from  8%  in  1995  to  3%  in  1997,  use  of  amphetamines  from  13%  to  7,3%,  and 
use  of  cannabis  from  41%  to  37.5%  .(EM  CD  DA,  Extended  Annual  Report  on  the  State  of  the  Drugs  Problem  in  the  European  Union,  1999,  p.  53  and 
EMCDDA,  1998  Annual  Report,  Lisbon  1998,  p.  47.) 

q)  United  Nations,  Special  Session  of  theGeneral  Assembly  Devoted  to  Countering  theWorld  Drug  Problem  Together-  Political  Declaration,  Guiding  Princi¬ 
ples  of  Drug  Demand  Reduction  and  M  easu  res  to  Enhance  International  Cooperation  to  Counter  theWorld  Drug  Problem,  New  York,  8-10  June  1998,  Dec¬ 
laration  on  theGuiding  Principles  of  Drug  Demand  Reduction:  IV.  E.  15. 
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drug  abuse  was  stopped,  and  in  some  countries 
it  was  even  lowered.  By  contrast,  many  devel¬ 
oping  countries  have  been  faced  with  ongoing 
increases  in  substance  abuse.  The  extent  to 
which  lessons  learned  in  developed  countries 
can  be  applied  to  developing  ones  still  needsto 
be  assessed.  It  is  clear,  however,  that  the  evi¬ 
dence  based  approach  to  prevention  -  research 
and  identification  of  baseline  data  ->■  design  of 
prevention  strategies  ->  constant  monitoring 
and  evaluation  ->■  adaptation  of  interventions - 
hasuniversal  applicability.  U  N  DCP  isthus actively 
involved  in  assisting  developing  countries  to 
formulate  and  implement  comprehensive  pre¬ 
vention  packages. 


2.2.2.  BASES  FOR  EFFECTIVE 
PREVENTION 

The  provision  of  accurate  information  on  the 
nature  and  extent  of  substance  abuse  is  a  criti¬ 
cally  important  input  to  prevention.  Such  infor¬ 
mation  is inter-alia  generated  through  prevalence 
and  longitudinal  studies.  Prevalence  studies,  con¬ 
ducted  at  regular  intervals  in  a  given  country,  are 
notonlyuseful  in  estimating  the  size,  natureand 
trends  in  substance  abuse,  but  they  may  also 
serve  to  raise  public  awareness  of  the  problem, 
both  in  the  process  and  once  the  results  are  com¬ 
municated  to  the  general  public.  Longitudinal 
studies  -  which  analyse  the  behaviour  of  a  single 
group  over  an  extended  period  of  time  -  con¬ 
tribute  to  a  better  understanding  of  the  impact 
of  risk  factors  and  interventions  over  a  number 
of  years. 

Accurate  information  on  the  nature  of  sub¬ 
stance  abuse  problems  in  a  community  is  fun¬ 
damental  to  the  development  of  clear  and 
realistic  goals.  Those  who  plan  prevention 
efforts  need  to  engage  the  targeted  community  or 
group  and  help  them  to  assume  primary  responsi¬ 
bility  for  finding  solutions.  This  means  working 
cooperatively  with,  and  supporting  credible 
representatives  of  the  targeted  group  as  they 
clarify  the  problem,  determine  appropriate 
goals,  design,  possibly  deliver,  and  help  to  eval¬ 


uate  the  prevention  activity.  Imposing  solutions 
on  an  unwilling  or  uninvolved  group  is  rarely 
effective  and  may  lead  to  negative  consequences 
that  were  not  intended.8 

Substance  abuse  is  intertwined  with  a  number 
of  other  social  problems  and  behaviours  and  may 
be  influenced  by  the  same  underlying  factors 
or  determinants.  Thefeeling  of  being  excluded 
socially  is  a  contributing  factor  in  substance 
abuse  as  well  as  in  other  health  and  social  prob¬ 
lems.  Similarly,  in  some  communities,  poverty 
has  been  shown  to  be  a  risk  factor  not  only  for 
unwanted  pregnancy,  violence  among  young 
people  but  also  substance  abuse.  Substance 
abuse  prevention  efforts  that  address  these 
kinds  of  broad  risk  factors  can  be  integrated  with 
other  strategies  that  aim  to  improve  the  livesof 
people  and  communities.9  On  this  basis,  a  sub¬ 
stance  abuse  prevention  plan  or  strategy  may 
be  embedded  within  a  larger  crime  prevention, 
safety  or  health  promotion  initiative.  To  intro¬ 
duce  comprehensive  action  on  substance  abuse 
isto  acknowledge  that  the  social  and  economic 
costsarising  from  the  abuse  of  legally  available 
substances  such  asalcohol,  variousmedications 
and  tobacco  are  also  significant,  and  need  to 
be  addressed  alongside  the  illicit  substances.10 

The  active  con  tributi  on  of  a  broad  rangeof  scientific 
disciplines  -  psychology,  sociology,  education, 
medicine,  public  health,  economics,  commu¬ 
nications  and  criminal  justice  -  is  required 
within  a  comprehensive  prevention  policy.11  It 
may  also  mean  drawing  in  individualswho  have 
not  traditionally  played  a  role  in  substance 
abuse  prevention,  such  as  urban  planners, 
housing  authorities  and  employment  policy 
makers12,  or  experts  in  social  marketing. 

Similarly,  at  the/oca/  /eve/,  manysectors,  includ¬ 
ing  schools,  enforcement  services,  neighbour¬ 
hoods,  community  agencies,  and  the  business, 
religious,  arts  and  sports  communities  need  to  be 
made  aware  of  their  special  role  in  prevention 
and  have  to  be  brought  together  to  cooperate. 
It  is  generally  acknowledged  that  approaches 
which  bring  together  these  various  sectors  of  a 
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community  to  address  individual  and  environ¬ 
mental  factors  in  a  coordinated  and  sustained 
fashion,  have  the  best  chances  to  be  effective. 
Indeed,  the  best  results  -  irrespective  of  the 
concrete  drug  policies  pursued  -  have  been 
achieved  in  communities  where  such  coordi¬ 
nation  between  various  social  services,  enforce¬ 
ment  services  and  representatives  of  civil  society, 
could  be  created  and  maintained. 

M  oreover,  U  N  DCP's  experience  has  shown 
that  prevention  programmes  are  more  likely  to 
be  successful  if  they  combine  the  results  of  scientific 
research  with  the  practical  experience  of  practi¬ 
tioners  doing  real  prevention  work.  Practition¬ 
ers  involved  in  field-testing  programme  models 
can  offer  important  practical  advice  on  imple¬ 
menting  and  sustaining  programmes,  as  can  rep¬ 
resen  tati  ves  of  th  e  target  gro  u  p  wh  i  I  e  research  ers 
can  point  to  general  principles  and  considera¬ 
tions  for  programme  design. 

Politician  sand  governments  must  provide  lead¬ 
ership  and  commitment  for  prevention  to  be  effec¬ 
tive.  Leadership  in  thissense  means  establishing 
a  pol icy  ( wh  ich  should  be  based  -  as  far  as  pos¬ 
sible-  on  empirical  evidence),  making  resources 
available  and  setting  standards  of  acceptable 
practice.  It  also  meansmaintaining  a  long  term 
commitment,  even  when  resources  are  scarce  or 
when  crises  divert  attention.  Governments  can 
also  exercise  leadership  by  bringing  together 
representatives  of  business,  the  media  and  non¬ 
government  organisations  to  seek  solutions. 


2.2.3.  DRUG  VULNERABILITY  - 
RISK  AND  PROTECTIVE 
FACTORS 

As  with  most  health  and  social  problems,  sub¬ 
stance  abuse  rarely  has  a  single  cause.  Research 
has  identified  a  set  of  factors  which  increase 
the  individual's  risk  of  using  drugs  ('risk  fac¬ 
tors')  and  a  set  of  factors  which  protect  the 
individual  from  using  drugs  ('protective  or 
resiliency  factors'),  i.e.  those  which  serve  to 
strengthen  or  protect  individuals,  families,  com¬ 


munities  and  societies.13  The  factors  are  com¬ 
plex  and  constantly  changing  at  the  individual, 
community  and  societal  levels.  While  some  of 
them  are  universal,  such  as  curiosity,  boredom, 
and  loneliness,  others  are  more  specific,  and 
the  mix  and  weight  of  factors  will  vary  from 
person  to  person  and  from  communityto  com¬ 
munity.  The reasonsbehind  an  individual'suse 
of  drugs  have  been  recognized  to  be  the  result 
of  a  complex  interaction  with  individual,  family 
social  and  environmental  factors  as  well  as  fac¬ 
tors  relating  to  genetics,  biology  and  personality. 

The  strongest  influenceson  initial  drug  use  are 
often  interpersonal  relationships  -  the  family 
and  peer  groups.  The  following  key  risk  factors 
have  been  identified: 

•  I  n  terms  of  family  risk  factors,  there  is  a  large 
body  of  research  on  the  influence  of  family 
structure,  parenting  style,  quality  of  parent - 
child  relationship,  parental  monitoring,  and 
the  strength  of  the  extended  family  network 
on  the  development  of  drug  use.  Family  dis¬ 
ruption,  weak  family  relationships,  criminal¬ 
ity  and  drug  abuse  of  parents  and  siblings,  as 
well  as  inconsistent  enforcement  of  rules 
and  norms  and  ineffective  supervision,  have 
been  identified  as  critical  predisposing  fac¬ 
tors  for  later  problems.14 

•  Epidemiological  research  points  to  the  impor¬ 
tance  of  peer  networks  on  both  the  initiation  and 
escalation  of  drug  use.  The  transition  to  ado¬ 
lescence  is  characterized  by  a  shift  in  values 
from  those  of  the  parents  to  those  of  the  peer 
group,  implying  that  friends  and  peers  are 
important  in  providing  opportunities  for  drug 
use  and  supporting  this  behaviour.15 

•  Further  links  have  been  found  between  drug 
use  and  other  social  factors,  such  as  poor 
school  attendance,  poor  school  performance, 
and  early  drop  out  from  school.16 

•  Environmental  influence  is  also  important, 
including  the  availability  of  psychoactive  sub¬ 
stances,  the  social  rules,  values  and  norms 
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with  regard  to  the  use  of  tobacco,  alcohol  and 
illicit  drugs  (lack  of  community  wide  anti¬ 
drug  use  messages  and  norms),  as  well  as 
lack  of  recreational  programmes  for  children 
and  adolescents  after  school  and  during 
weekend  hours  (which  is  the  case  in  many 
countries). 

•  A  consistent  finding  of  many  longitudinal 
studies  of  young  people  has  been  that  early 
onset  of  tobacco  smoking  and  alcohol  drinking  is 
associated  with  experimentation  with 
cannabis  and  other  drugs.17  This  does  not 
imply  that  someone  who  drinksalcohol  at  an 
early  age  will  automatically  use  cannabis  or 
other  drugs.  Rather,  it  shows  that  among 
tobacco  smokers  and  alcohol  users,  the  risk 
of  progression  to  cannabis  and  other  drugs 
is  much  higher  than  if  an  individual  has 
never  smoked  or  consumed  alcohol.18  For 
this  reason,  some  prevention  activity  has 
attempted  to  delay  onset  of  smoking  and 
alcohol  use  as  a  key  objective.  This  assump¬ 
tion  rests  on  the  notion  that  early  onset  is  a 
causal  factor  for  drug  consumption  rather 
than  an  associated  one. 

•  A  number  of  risk  factors  associated  with  the 
individual  himself  or  herself,  have  also  been 
identified  through  research.  These  include 
low  self-esteem  ('shy"),  poor  self-control  ('ag¬ 
gressive',  'impulsive  personality  traits'),  inade¬ 
quate  social  coping  skills,  sensation  seeking, 
depression,  anxiety  and  stressful  life  events.19 

While  much  of  the  research  in  earlier  years 
concentrated  on  the  identification  of  risk  fac¬ 
tors,  research  in  recent  years  started  focussing 
more  on  the  identification  of  protective  factors. 
This  shift  was  the  result  of  apparent  limitations 
in  prevention  programmes,  concentrating  too 
much  on  the  reduction  of  risk  factors  which 
was  not  always  possible.  The  strengthening  of 
protective  factors  is  nowadays  seen  to  beat  least 
as  important  ( if  not  more  important)  than  the 
reduction  of  risk  factors.  Some  of  the  key  find¬ 
ings  have  been: 


•  The  family  still  playsa  key  role.  Bonding  and 
positive  relationships  with  at  least  one  care¬ 
giver  or  another  significant  adult  outside  the 
immediate  family  have  shown  to  have  a  pro¬ 
tective  effect,  as  has  high  and  consistent 
parental  supervision.  Children  have  to  learn 
that  their  are  limits  of  what  they  can  do  and 
what  they  are  not  allowed  to  do. 

•  Research  also  showed  that  association  with 
peers  who  hold  conventional  attitudes,  acts  as 
a  protective  factor.  Notably  at  a  younger  age, 
parents  can  still  influence  the  selection  of 
peers  for  their  children. 

•  Educational  factors  such  as  high  education 
aspirations  and  good  teacher-student  rela¬ 
tions  have  shown  to  be  protective  factors. 

•  Individual  characteristics  such  as  a  high  self¬ 
esteem,  low  impulsivity,  i.e.  a  stable  temper¬ 
ament,  as  well  asa  high  degree  of  motivation, 
were  found  to  be  protective  factors.20 

•  General  personal  and  social  competence  is 
important  as  well,  and  is  reflected  in  'feeling 
in  control  of  one's  life',  feeling  optimistic 
about  the  future,  being  able  to  detach  from 
conflict  in  the  homeor  neighbourhood,  and 
being  willing  to  seek  support.  Bonding  to 
pro-social  institutions,  another  expression  of 
social  competence,  was  also  found  to  be  a 
protective  factor. 

The  risk  and  protective  factors  that  are  a  part 
of  a  person's  life  may  be  seen  as  a  balance.  An 
accumulation  of  protective  factors  may  coun¬ 
teract  the  negative  influences  of  risk  factors. 
The  more  risk  factors  a  person  is  subjected  to, 
the  more  likely  substance  abuse  and  related 
problems  will  occur. 

Studies  have  shown  that  some  individuals  may 
experience  several  risk  factors  (e.g.,  poverty, 
chaotic  neighbourhood  and  poor  home  life) 
and  still  avoid  significant  problems.21  These 
individuals  have  been  termed  'resilient'.  They 
have  been  able  to  offset  stress  and  adversity 
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through  their  ability  to  cope  and  find  support. 
However,  when  risks  outweigh  protective  fac¬ 
tors,  even  individuals  who  have  been  resilient 
in  the  past  may  develop  problems.  The  balance 
is  not  simply  determined  by  the  number  of  risk 
and  protective  factors,  but  by  their  respective 
frequency,  duration  and  severity,  as  well  as  the 
developmental  stage  at  which  they  occur.  Fam¬ 
ilies,  schoolsand  community  agencies  can  pro¬ 
mote  resiliency  in  young  people  by  providing 
care  and  support,  by  presenting  the  child  with 
positive  expectations  and  by  offering  opportu¬ 
nities  for  participation.22  Promoting  resiliency 
or  strengthening  protective  factors  in  a  person 
is  increasingly  seen  as  preferable  to  focussing 
on  weaknesses  and  problems. 

A  clear  advantage  of  the  risk/  protective  factor 
approach  in  modern  prevention  work  is  the 
awareness  that  many  social  and  health  prob- 
lemsare  linked  bythe  same  root  causes.  Thiscan 
lead  to  better  integration  of  strategies  and  an 
economizing  of  resources.  Although  there  is sti  II 
something  to  be  learned  about  risk  and  pro¬ 
tective  factors  and  how  they  interact,  notably  in 
developing  countries,  prevention  programmes 
which  pay  attention  to  these  factors  are  more 
likely  to  reach  the  roots  of  the  problem  and 
facilitate  its  solution  than  other,  more  superfi¬ 
cial  approaches  which  simply  target  some  of 
the  symptoms  of  drug  abuse. 


2.2.4.  TARGETS  AND  TYPES  OF 
PREVENTION 

The  complexityof  the  pathsthat  lead  to  drug  use 
have  led  to  the  development  of  several  broad  pre¬ 
vention  strategies.  All  of  these  intend  to  provide 
tailor-made  solutions  to  the  specific  problems  of 
the  groups  at  risk  and  associated  groups. 

Children  and  youth  are  common  targets  for 
prevention,  as  are  parents  and  families.  Other 
groups,  which  have  particular  risks  associated 
with  them,  are  often  also  considered  priorities 
for  prevention  efforts.  Asa  rule,  the  higher  the 
risk  for  a  group,  the  greater  the  needed  inten- 


Awareness raising,  Viet  Nam 
©T.  Haley/  UN DCP 


sity  in  prevention  efforts.23  Broad,  lower-inten¬ 
sity  efforts  are  usually  aimed  at  the  population 
in  general.  They  aim  at  preventing  people 
from  engaging  in  risk  behavior,  and,  if  already 
involved,  in  leading  individualsto  contemplate 
changing  their  risk  behaviours,  or  to  recognize 
that  they  have  a  problem  and  request  partici¬ 
pation  in  a  more  personalized  or  intensive  form 
of  programme.24 

As  prevention  budgetsin  manycountries are  lim¬ 
ited,  there  is  a  need  to  search  for  the  most  cost- 
effective  strategies.  U  N  DCP,  as  well  asmanyother 
agencies  working  in  this  field,  have  had  consid¬ 
erable  success  in  targeting  potential  ‘multipliers', 
such  as  teachers  and  social  workers,  or  even  one 
stage  earlier,  targeting  institutions  which  educate 
teachers  and  social  workers,  to  become  familiar 
with  drug  prevention  work  and  incorporate  it 
into  curricula  and  training  seminars. 

Prevention  activities  are  sometimes  divided 
into  primary  (preventing  people  from  using 
drugs),  secondary  (convincing  drug  users,  at  the 
earliest  possible  point  in  time,  to  give  up  use 
and/  or  undergo  treatment)  and  tertiary  preven¬ 
tion  (reducing  some  of  the  risks  related  to  drug 
use,  such  as  preventing  needle  sharing  among 
injecting  drug  users  in  order  to  reduce  the  H  IV 
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infection  risk)  /  While  all  of  these  'prevention 
goals'  have  their  justification,  care,  however, 
must  betaken  that  messages  and  interventions 
at  one  level  do  not  endanger  success  of  inter¬ 
ventions  at  another  level.  Policy  dilemmas  in 
this  field  are,  nonetheless,  unavoidable.  These 
dilemmas  are  resolved  differently  across  the 
globe.  While  in  the  USA  and  in  several  Asian 
countries,  for  instance,  'primary  prevention'  is 
given  clear  supremacy,  in  several  West  Euro¬ 
pean  countries  as  well  as  in  Canada  and  Aus¬ 
tralia,  more  emphasis  -  in  cases  of  conflicting 
priorities  -  is  given  to  secondary  and  tertiary 
prevention  efforts. 

Another  categorization  of  prevention  is:  'uni¬ 
versal',  'selective'  and  'indicated',  according  to 
the  target  group  that  is  to  be  reached/ 

•  A  broad  or  'universal'  pre/ention  programme 
aims  to  reach  the  general  population  or 
some  broad  sections  of  society  to  promote 
health  and  prevent  the  onset  of  substance 
use.  Children  and  youth  are  usually  the  focus 
of  universal  prevention  efforts.  Measures 
associated  with  universal  prevention  include 
campaigns  to  raise  awareness  of  the  hazards 
of  substance  abuse,  school  drug  education 
programmes,  multi-component  community 
initiatives,  and,  in  the  case  of  licit  substances, 
warning  labels. 

•  'Selective'  prevention  programmes  target 
groups  at  risk  such  aschildren  ofdrug  users, 
students  with  poor  school  achievement,  per- 
sonsfacing  difficulties  with  relationships,  or 
difficulties  due  to  disability,  problems  of 
poverty,  financial  hardship  etc.  Selective  pre¬ 
vention  programmesaim  generallyto  reduce 
the  influence  of  these  risk  factors  and  to  pre¬ 
vent  or  reduce  substance  abuse  by  building  on 


strengthssuch  ascoping  strategies  and  other 
life  skills.  N otably  ch  i Idren  from  difficult  envi¬ 
ronments  are  often  targeted  to  benefit  from 
such  'selective  prevention  interventions',  in¬ 
cluding  at  the  pre-  and  early  school  ages. 

•  'Indicated pre/ention  programmes'  aredesigned 
for  people  who  are  already  experimenting 
with  drugs  or  who  exhibit  other  risk-related 
behaviours  that  make  them  prone  to  hard¬ 
core  drug  abuse. 

The  various  types  of  prevention  approaches 
may  include  structural  approaches,  which  aim 
at  influencing  the  environment  to  make  it  less 
conducive  to  drug  use,  and  communicative 
approaches25,  which  are  person  oriented. 

•  Examples  of  structural  approaches  are  pro¬ 
grammes  to  reduce  social  problems  related 
to  substance  abuse,  like  income  support, 
employment  and  housing  programmes.  Per¬ 
haps  even  more  important  are  initiatives 
that  offer  drug-free  alternatives,  like  youth 
centres,  sporting  facilities  and  cultural  events. 
Many  of  U  NDCP's  current  programmes  in 
developing  countries  contain  a  structural 
component.  Law  enforcement  efforts  to 
reduce  the  availability  of  drugs  can  also  be 
considered  structural  approaches. 

•  Communicative  approaches  include  (i)  provid¬ 
ing  factual  information  and  (ii)  promoting 
psychosocial  competence,  so  called  'life skills' 
training.  Young  people  are  informed  about 
substances  through  many  different  sources 
like  mass  media,  the  Internet,  peers,  teachers, 
etc.  The  information,  if  not  accurate,  may 
work  in  two  directions:  to  exaggerate  the  pos¬ 
itive  aspects  as  well  as  the  risks.  Even  though 
information  dissemination  alone  does  not 


r)  According  to  WHO  the  definitions  of  primary,  secondary  and  tertiary  prevention  are  as  follows:  "The  aim  of  primary  pre/ention  is  to  ensure 
that  a  disorder,  a  process  or  a  problem  does  not  develop.  The  aim  of  secondary  pre/ention  is  to  recognise,  d&ermineor  change  a  disorder,  a  process  or  a  prob¬ 
lem  at  the  earliest  possible  point  in  time  The  aim  of  tertiary  pre/ention  is  to  stop  or  delay  the  progress  of  a  disorder,  a  process  or  a  problem  and  the  con  se¬ 
quences  thereof,  even  if  theunderlying  condition  continues  to  exist." 

s)  The  terms  Universal,  Selected  and  Indicative  Prevention  were  described  by  R.  Gordon  in  1987,  to  replace  the  terms,  primary,  secondary 
and  tertiary  prevention.  The  model  was  adapted  by  the  US  Institute  of  Medicine  Committee  on  prevention  of  mental  disorders  in  1994, 
and  applied  to  substance  abuse  by  the  National  Institute  on  Drug  Abuse  in  a  1997  publication,  Preventing  drug  use  among  children  and  adoles¬ 
cents:  a  research-based  guide. 
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seem  to  have  a  measurable  immediate 
impact  on  substance  use  in  the  target  popu¬ 
lation,  itiscritical  as  part  of  other  prevention 
activities.  It  can  be  argued  that  experience 
has  shown  the  usefulness  of  factual  informa¬ 
tion,  the  example  of  information  on  the 
harmful  effects  of  tobacco  smoking  perhaps 
being  the  most  striking.  The  key  element  of 
modern  prevention  work,  however,  centreson 
so-called  life  skills  de/elopment.  This  includes 
teaching  techniques  and  personal  and  social 
skills  to  deal  effectively  with  demands  and 
challengesof  everyday  life.  T ypical  examples 
of  such  skills  are: 

-  decision  making, 

-  problem  solving, 

-  effective  communication, 

-  social  skills, 

-  coping  with  stress, 

-  critical  thinking, 

-  improving  self-control, 

-  resistance  to  social  pressure. 

Research  clearly  shows  that  interaction  is  a  key 
element  in  life  skills  training  and  that  tradi¬ 
tional,  didactic  teaching  methods  alone  do  not 
deliver  an  appropriate  life  skills  education.  A 
number  of  innovative  approaches  are  frequently 
used  to  acquire  such  skills.  Role  plays  to  develop 
the  skills  to  resist  social  pressure,  for  instance, 
have  been  shown  to  be  effective  in  coping  with 
peer  pressure. 

I  n  a  number  of  countries  such  kinds  of  preven¬ 
tion  programmes  are  already  being  integrated 
into  normal  school  curricula-  and  areshowing 
promising  results.  In  the  Netherlands,  for 
instance,  a  programme  ('Healthy  School  and 
Stimulants')  has  been  introduced  in  secondary 
schools  which  teaches  facts  relating  to  the  risks 
of  substance  abuse  and  how  to  resist  peer  pres¬ 
sure.  A  subsequent  evaluation  showed  that 
pupils  participating  in  the  programme  had  a 


prevalence  rate  of  drug  use  that  was  a  third 
lower  than  those  of  the  control  group  which  had 
not  participated  in  the  programme.1  A  U  N  DCP 
prevention  programme  in  Bogota,  Colombia 
also  shows  evidence  of  success  in  its  use  of  com¬ 
municative  approaches. 


2.2.5.  SOCIAL  ENVIRONMENT/ 

DOMAINS  FOR  PREVENTION 

Another  frequently  used  categorization  of  pre¬ 
vention  efforts  isaccording  to  the  'keydomains'. 
This  categorization  is  useful  because  it  high¬ 
lights  strengths  and  weaknesses  of  current  pre¬ 
vention  work. 

Parents  and  families 

Parenting  is  a  particularly  challenging  role;  yet 
in  most  countries,  young  parents  receive  little, 
if  any,  formal  parenting  preparation.  This  is 
particularly  problematic  as  family  and  parental 
influence  has  repeatedly  been  found  to  be  a 
significant  factor  affecting  substance  abuse  and 
other  risk  behaviours  by  youth,  particularly 
during  early  childhood  when  parental  influ¬ 
ence  is  greater  than  that  of  peers.  Ideally,  sub¬ 
stance  abuse  prevention  programming  for 
parents  should  be  provided  during  each  phase 
of  the  child's  growth: 

•  Early ch i Idhood  education  programmesthat 
involve  and  support  parents  in  nurturing 
their  children  may  be  effective  in  preventing 
substance  abuse  and  a  range  of  other  later 
problems.26 1  nterventionsthat  aim  to  improve 
parenting  practices  have  been  found  to 
reduce  the  onset  of  drug  use,  even  when  these 
interventions  target  adolescents.27 

•  Throughout  later  childhood  and  adoles¬ 
cence,  prevention  programmescan  enhance 
parents'  communication  and  discipline 
skills,  while  providing  drug  information  and 


t)  Use  of  cannabis  in  the  experimental  group  was  9.1%;  in  the  control  group  it  was  13.5%.  Progress  was  also  achieved  with  regard  to  licit  sub¬ 
stances:  alcohol:  58.3%  versus  66.7%  and  tobacco:  25.4%  versus  29.3%.  Weerdt  I  de,  Jonkers  R„  NierkensV.,  Jonkind  S„  "Begeleidend 
onderzoek  De  Gezonde  School  en  Genotmiddelen:  Stand  van  zaaken  van  het  effect- en  implementiatieonderzoek  per  november  1997", 

H  aarlem,  1997,  quoted  in  EM  CD  DA,  1998  Annual  Report  on  the  State  of  the  Drugs  Problem  In  the  European  Union,  Lisbon  1998,  p.  45. 
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access  to  counselling.  The  intensity  of  effort 
dependson  the  general  level  of  risk  associated 
with  a  target  group  and  ranges  from  awareness¬ 
raising  to  multi-session  programmes  focusing 
on  skills  development  and  counselling. 

Programmes  should  be  based  in  the  local  com¬ 
munity,  and  be  made  available  over  the  course 
of  a  number  of  years  so  that  they  become  inte¬ 
grated  into  the  life  of  thecommunity,  asopposed 
to  simply  offering  'one-off'  sessions.  Parents 
are  more  likely  to  be  committed  to  a  prevention 
programme  if  they  perceive  it  as  being  estab¬ 
lished  and  ashaving  a  good  track  record.  Given 
the  interconnectedness  of  drug  problems  with 
other  social  problems,  integrating  drug  preven¬ 
tion  activity  into  programmes  designed  to  address 
other  social  problems  would  be  appropriate.28 

Schools 

For  a  majority  of  drug  users,  substance  use  is 
initiated  during  the  school  years.  In  the  USA, 
for  example,  two  thirds  of  all  initiation  to  drug 
use  in  1998  took  place  among  those  12  to  17 
years-old.29  Consequently,  substance  use  pre¬ 
vention  education  programmes  have  been 
developed  that  -  with  variations  -  are  intended 
for  use  at  all  educational  levels.  Such  pro¬ 
grammes  may  stand  alone  or,  even  better,  be 
incorporated  into  a  broader  health  or  social 
skills  module.  A  typical  programme  may  include 

•  for  the  early  school  years,  discussion  of  haz¬ 
ardous  products,  including  solvents; 

•  through  the  middle  years  of  schooling,  pre¬ 
vention  elements  that  aim  at  delaying  initial 
use  of  alcohol  and  tobacco,  and  at  deterring 
use  of  illicit  drugs; 

•  by  the  end  oftheschool  years,  componentsthat 
caution  against  dangerous  practices,  includ¬ 
ing  binge  drinking,  driving  while  under  the 
influence  of  alcohol,  mixing  drugs,  and  en¬ 
gaging  in  unsafe  sex. 

School-based  prevention  isthemost  researched 
prevention  area  worldwide.  Evidence  supports 


an  approach  that  lasts  throughout  the  school 
career  and  which  involves  both  students  and 
parents.  It  also  indicates  that  substance  abuse 
prevention  in  the  school  setting  is  most  suc¬ 
cessfully  delivered  as  part  of  a  comprehensive, 
community-wide  approach,  which  integrates 
evidence-based  health  and  drug  education 
with  school  policies  that  promote  general 
health.  Active  student  participation,  from  the 
earliest  years  onwards,  stimulates  a  positive, 
supportive  climate.30 

Research  in  the  field  of  school-based  preven¬ 
tion  has  furthermore  come  to  the  conclusion 
that  prevention  programmes  for  children  and 
adolescents31  should: 

•  be  designed  to  enhance  protective  factors 
and  attempt  to  reverse  or  reduce  known  risk 
factors; 

•  target  all  forms  of  drug  abuse,  including 
tobacco,  alcohol,  cannabis  and  solvents; 

•  include  skills  to  resist  drugs  when  offered; 
strengthen  personal  commitments  not  to 
use  drugs;  increase  social  competency  (in 
communication,  peer  relationships,  self-effi¬ 
cacy  and  assertiveness); 

•  when  targeted  at  adolescents,  include  inter¬ 
active  methods,  such  as  peer  discussion  groups 
rather  than  didactic  teaching  techniques 
alone; 

•  include  a  component  for  parents  or  care¬ 
givers  that  reinforces  what  the  children  are 
learning,  and  that  provides  opportunities 
for  family  discussion; 

•  be  long  term,  taking  place  throughout  the 
school  career  with  repeat  interventions  to 
reinforce  the  original  prevention  goals; 

•  strengthen  normsagainstdrug  use  in  all  drug- 
abuse  prevention  settings  (family,  school, 
community); 

•  be  adapted  to  address  the  specific  nature  of  the 
drug-abuse  problem  in  the  local  community; 

•  be  more  intensive  and  begin  earlier  the  higher 
the  level  of  risk  experienced  by  the  target 
population;  and 

•  be  age-specific,  developmental ly  appropri¬ 
ate,  and  sensitive  to  culture  and  gender. 
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Out-of-school  youth  programmes 

Out-of-school  youth  programmes  provide  an 
important  setting  for  peer  experiences.  They 
can  help  to  reduce  a  number  of  the  'precur¬ 
sors'  to  drug  use,  such  as  aggression,  conduct 
disorders,  lack  of  self-discipline,  shyness,  lack 
of  school  and  family  attachment,  etc.  The  pro¬ 
grammes  vary  widely,  and  range  from  theatre 
and  dance  groups  to  sport  teams,  business  ven¬ 
tures  and  community  service  groups.  Common 
to  all  is  their  offer  of  'something  to  do'  to  fill 
leisure  time  and  a  sense  of  belonging  to  a 
group.  Programmes  that  offer  alternatives  to 
drug  use  -  providing  opportunities  for  recog¬ 
nition  and  personal  achievement  through 
involvement  in  'self-help'  activities  -  have  been 
found  to  be  most  effective  for  those  most  vul¬ 
nerable  to  drug  abuse.32  Research  indicates 
that  the  preventive  value  can  be  enhanced  by 
encouraging  participants  to  be  involved  in  the 
management  of  the  activities  and  by  creating 
an  environment  of  care,  support  and  clear 
expectations.  If  basic  drug  education  messages 
are  incorporated  into  the  regular  activity  of  a 
sports  team  or  arts  group,  this  may  greatly 
enhance  the  degree  of  credibility  for  those 
involved  and  reinforce  messages  received  in 
other  domains.  Key  elements  are:  establishing 


Sports  against  drugs 

U  NDCP  awareness  raising  programme  ©  U  NDCP 


prevention  as  a  high-priority  issue;  choosing  the 
'right'  leaders  and  providing  them  with  sup¬ 
port;  creating  a  special  group  identity,  and  gain¬ 
ing  the  support  of  the  local  community. 

Alternative  programmes,  including  those  involv¬ 
ing  some  measure  of  risk  (e.g.,  rock  climbing, 
motocross  racing),  have  been  shown  to  be  of 
value  with  high-risk  youth. 33These  programmes 
are  characterized  by  concerted,  creative  out¬ 
reach  and  non-traditional  prevention  agents 
such  as  reformed  gang  leaders.  Trained  peers 
supported  by  professionals  can  be  an  effective 
method  of  reaching  out  to  these  people.  Oppor¬ 
tunities  for  leadership  and  skill-building  are 
important,  as  is  case  management  of  the  vari¬ 
ous  problems  facing  the  target  group.  I  n  addi¬ 
tion,  close  coordination  of  various  services  - 
health,  social,  housing  and  employment  -  is  cru¬ 
cial  in  supporting  high-risk  youth. 

Religious  groups/  communities 

Different  religiousfaiths  reflect  a  wide  range  of 
attitudes  regarding  alcohol  and  other  drug  use; 
however,  active  affiliation  is  generally  consid¬ 
ered  to  be  a  protective  factor  in  relation  to  sub¬ 
stance  abuse.  Faith  can  be  helpful  in  addressing 
some  of  the  risk  factors  associated  with  sub¬ 
stance  abuse,  such  as  feelings  of  isolation  and 
lack  of  attachment.  Because  they  are  one  of  the 
few  domains  that  attract  both  the  elderly  and 
the  young,  religious  groups  have  the  opportu¬ 
nity  to  foster  contact  and  volunteer  service 
between  them.  Many  have  been  historically 
active  in  reaching  out  to  marginalized  people. 
A  challenge  and  opportunity  for  such  groups  is 
to  expand  their  outreach,  focusing  particularly 
on  marginalized  youth  and  young  adults. 

Workplace 

Enterprises,  however  large  or  small,  play  a  cru¬ 
cial  role  for  prevention  through  their  corpo¬ 
rate  policies  and  practices.  Much  of  this  lies  in 
the  simple  assertion  that  work  is  central  to 
people's  lives.  Business  is  most  effective  in  con¬ 
tributing  to  substance  abuse  prevention  when 
it  promotes  an  approach  that  values  workplace 
wdl-bengand  safety.  When  employees  are  healthy, 
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it  pays  off  for  the  company.  Drug  abuse  can 
cause  absenteeism,  accidents,  tardiness,  and 
poor  quality  work.  Clear  and  consistent  mes¬ 
sages  against  the  use  of  drugs  are  crucial.  At 
the  same  time,  programmes  should  send  a 
clear  signal  to  the  employees  that  they  are 
valued  and  that  the  company  recognizes  the 
connection  between  their  health  and  that  of 
the  company.  A  balanced  approach  recognizes 
that  the  company  and  its  workers  share  the 
responsibilities  and  the  benefits  associated  with 
effective  action  on  substance  abuse.34  It  also 
recognizes  that  the  workplace  can  contribute 
to  an  environment  that  is  less  prone  to  sub¬ 
stance  abuse  through  certain  working  condi¬ 
tions  or  practices.35  A  policy  which  deals  with  a 
company's  particular  concerns,  conforms  with 
its  corporate  culture  and  includes  a  coordi¬ 
nated  mix  of  several  measures  has  proven  to  be 
most  effective.  This  type  of  comprehensive 
action  usually  involves  careful  recruiting,  em¬ 
ployee  education,  supervisor  training,  provid¬ 
ing  means  for  identifying  problems,  and  access 
to  assistance  for  those  requiring  it.  It  is  benefi¬ 
cial  both  for  the  company  and  the  employee 
that  offers  of  assistance  are  preferred  to  disci¬ 
plinary  measures. 36  Programme  elements  should 
be  framed  within  a  policythat  draws  broadly  on 
employee  input  and  is  well  communicated 
within  the  organization.  The  example  of  the 
U  SA  has  shown  that  the  adoption  of  anti-drug 
programmes  in  the  private  sector  contributed 
to  a  two-thirds  reduction  in  the  rate  of  positive 
drug  test  results  over  the  1988  to  1999  period." 

A  positive  outcome  of  such  programmes  is  also 
achieveable  in  developing  countries  and  coun¬ 
tries  in  transition.  A  collaborative  U  N  DCP/  I LO/ 
WH  0  model  programme  on  drug  and  alcohol 
abuse  prevention  among  workers  and  their 
families  was  implemented  in  a  total  of  38  work¬ 
place  sites  located  in  Egypt,  Mexico,  Namibia, 
Poland  and  Sri  Lanka.  At  the  end  of  1997,  when 
the  model  programme  was  independently  evalu¬ 
ated,  it  was  reported  that  following  the  introduc¬ 
tion  of  the  programme,  the  rate  of  absenteeism 


among  workers  had  decreased  in  66%  of  the 
workplace  sites.  In  59%  of  the  sites  there  had 
been  fewer  disciplinary  problems.  In  47%  of  the 
sites  there  had  been  less  on-the-job  accidents  and 
injuries  and  in  50%  of  the  sites  a  substantial 
reduction  in  substance  abuse-related  problems 
(mainly alcohol-related)  had  occurred".37 

Mass  Media 

Mass  media  campaigns  are  commonly  used  in 
the  prevention  of  substance  abuse.  They  help 
to  increase  awareness,  though  -  unless  care¬ 
fully  planned  and  tested  -  may  be  less  effective 
in  changing  attitudes  and  behaviour.  Media 
campaigns,  however,  have  proven  to  be  power¬ 
ful  instruments  for  primary  prevention  pur¬ 
poses.  They  have  a  strong  potential  to  affirm 
existing  anti-drug  attitudes  of  youth  who  are 
not  involved  in  drugs.  Messages  in  the  past, 
which  were  intended  to  simply  arouse  fear,  by 
contrast,  did  not  prove  to  be  effective.  Modern 
media  campaigns,  such  as  ONDCP's  current 
five-year  National  Youth  Anti-Drug  Campaign 
(US$  200  million),  which  started  in  1997,  use 
more  sophisticated  and  targeted  approaches, 
developed  in  close  consultation  with  experts 
from  various  behavioural  sciences,  drug  pre¬ 
vention,  medicine  as  well  as  experts  from  teen 
marketing  and  advertising,  and  representatives 
from  various  professional,  civic  and  community 
based  organisations.38  The  approach  has  been, 
inter  alia,  based  on  evidence  that  social  mar¬ 
keting,  which  involves  all  parties  concerned, 
segments  the  audience  and  tailors  messages, 
usually  obtains  better  results.  Prior  to  starting 
the  campaign  at  the  national  level,  messages 
were  carefully  elaborated  and  tested  among 
representatives  of  the  various  target  groups, 
and  the  campaign  was  well  integrated  into 
broader  ongoing  prevention  activities.  The 
results  achieved  thus  far  are  impressive.  The 
strong  upward  trend  in  drug  use  among  youths 
(in  contrast  to  the  U  S  population  as  a  whole), 
observed  over  the  1991-1996  period,  was  reversed, 
notably  among  the  younger  age  groups.  The 
Monitoring  the  Future  studies,  which  indepen- 


u)  Positive  drug  tests  fell  from  13.6%  in  1988  to  4.7%  in  1999  in  the  USA.  ON  DCP,  2000  National  Drug  Control  Strategy,  Washington  2000,  p.  48. 
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dently  collect  data  on  substance  abuse  among 
US  high  school  students,  showed  that  annual 
prevalence  of  drug  use  among  8th  graders  (14 
year-olds)  in  the  USA  fell  between  1996  and 
1999  by  12%,  and  was  in  1999  a  third  lower  than 
could  have  been  expected  if  the  prior  upward 
trend  had  continued  (see  Figure  12). 

It  is  generally  agreed  that  one  of  the  greatest 
values  of  the  mass  media  is  in  setting  the  agenda 
for  broad  community-wide  prevention  initia¬ 
tives,  that  is  to  raise  awareness  of  programmes, 
to  promote  participation  in  them,  and  to  rein¬ 
force  programme  messages.39  In  other  words, 
media  campaigns  have  the  strongest  impact  if 
they  are  integrated  into  broader  anti-drug  pro¬ 
grammes  and  other  outreach  initiatives. 

Experience  has  also  shown  that  media  cam¬ 
paigns  aimed  at  young  people  are  more  likely 
to  be  effective  if  they  take  account  of  popular 
cultures  that  embody  contemporary  beliefs, 
tastes  in  music  and  fashion,  and  interest  in 
new  technologies.  Youth  cultures  transcend 
borders,  trends  evolve  rapidly  and  it  is  impor¬ 
tant  to  have  representatives  of  the  particular 
group  concerned  involved  in  designing  and 
delivering  prevention  messages. 

In  addition  to  the  classical  media  -  magazines, 
radio  and  television  -  the  Internet  has  proven  in 
recent  years  to  have  a  considerable  potential 
for  raising  awareness  of  contemporary  issues. 
As  more  people  gain  access  to  the  I  nternet  and 
use  it  to  obtain  information,  web  sitesdevoted  to 
substance  abuse  reach  ever-larger  audiences.40 
The  Internet,  however,  is  also  a  medium  for  the 
diffusion  of  pro-drug  messages,  as  well  as  for 
the  exchange  of  information  on  illicit  drug 
availability  and  production.  Asa  consequence, 
contradictory  messages  about  drug  use  and  its 
desirability  are  readily  available  on  the  Inter¬ 
net.  Against  this  background,  every  effort 
should  be  made  to  facilitate  the  setting  up  of 
sites  which  combine  the  provision  of  accurate, 
relevant  information  with  attractive  presenta¬ 
tion  for  the  respective  target  group.  One  of  the 
key  challenges  for  prevention  programmers, 


Fig.  12:  Substance  abuse  among  8th  graders  in 
the  USA  (annual  prevalence) 
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Source:  NIDA,  Monitoring  the  Future ,  1975-1999. 

using  Internet  as  a  vehicle,  is  to  segment  the 
audience  accordingly,  and  to  provide  targeted 
and  developmentally  appropriate  substance 
abuse  messages.  Preliminary  research  indicates 
that  Internet  substance  abuse  prevention  or 
health  promotion  sites  are  most  useful  when 
linked  to  other  local  prevention  activities.41 

Law  Enforcement 

Pol  ice  officers  are  frequent  participants  in  school 
and  civic  educational  efforts  in  manysocieties.  Com¬ 
munitypolicing,  an  approach  to  enforcement  that 
places  emphasis  on  crime  prevention  through 
collaboration  between  police  and  the  residents 
and  community  leaders  in  a  neighbourhood, 
has  the  potential  for  reducing  substance  abuse 
in  a  community. 

Law  enforcement  officers  may  be  able  to  use 
the  point  of  contact  or  arrest  to  provide  infor¬ 
mation  or  referral.  Typically,  the  percentage  of 
those  who  take  up  services  on  this  basis  is  low, 
but  when  this  approach  is  well  resourced,  with 
project  workers  operating  closely  with  police 


115 


and  making  contact  with  those  arrested  at  the 
police  station  or  in  court,  it  can  be  effective.42 

Another  approach  -  which  has  proven  effective 
with  regard  to  secondary  pra/ention  -  has  been 
the  development  of  specialized  Drug  Courts. 
They  attempt  to  prevent  future  drug  use  and 
other  drug-related  criminal  behaviour  through 
comprehensive  court-directed  treatment  and 
rehabilitation  programmes,  usually  integrating 
multidisciplinary  teams  of  professionals  com¬ 
mitted  to  these  goals.  The  system  isbased  on  swift, 
certain  and  consistent  sanctions  and  rewards 
for  non-compliance  and  compliance.43 


2.2.6.  KNOWLEDGE  DEVELOPMENT 
AND  TRANSFER  -  THE  ROLE 
OF  EVALUATION 

A  key  element  for  successful  knowledge  trans¬ 
fer  in  the  prevention  field,  of  'best  practice' 
(i.e.  of  what  works  and  what  does  not  work), 
are  project  and  programme  a /aluations.  Evalu¬ 
ation  is  a  specialized  task  requiring  knowledge 
of  experimental  designs  and  statistics  -  exper¬ 
tise  that  many  prevention  practitioners  lack.  A 
successful  prevention  policy  in  the  long  run 
cannot  exist  without  systematic  evaluation  of 
existing  programmes  and  projects.  UNDCP 
thus  promotes  the  systematic  evaluation  of 
programmes  and  projects  which  are  being 
implemented  under  its  auspices.  The  only 
drawback  is  that  evaluations  tend  to  be  rather 
expensive.  Many  prevention  organizations  are 
thus  unwilling,  and  sometimes  unable,  to 
afford  the  associated  costs.  Yet,  without  proper 
evaluations,  efforts  and  resources  may  be 
wasted.  Some  interventions  may  make  things 
even  worse.  Effective  programmes  cannot  be 
differentiated  from  poor  ones,  unless  indepen¬ 
dent  outcome  evaluations  take  place. 

Evaluations  are  also  one  of  the  main  bases  for 
research  in  the  prevention  field,  which  helps  to 
generalize  findings  and  provides  input  for 
improved  prevention  strategies  in  the  future.  As 
evaluation  has  become  more  common,  research 


is  now  beginning  to  demonstrate  the  effective¬ 
ness  of  some  of  the  school  prevention  pro¬ 
grammes.44  This  analysis  needs  to  be  extended 
to  prevention  activities  in  other  domains  and 
other  target  groups.  There  is  also  a  vital  need 
for  the  worlds  of  the  'practitioner'  and  the  're¬ 
searcher'  to  be  bridged  and  for  more  exchange 
and  feedback  between  the  two.  These  barriers 
can  be  overcome  if  funding  bodies  give  evalua¬ 
tion  greater  priority  by  highlighting  the  bene¬ 
fits  of  continuously  improving  a  programme, 
and,  most  importantly,  byoffering  thefinancial 
and  technical  meansto  do  so.45  As  practitioner 
competence  and  research  rigour  increase,  and 
as  theoretical  foundations,  core  knowledge  and 
training  standards  develop,  prevention  will  be 
increasingly  seen  as  a  specialized  field  of  study 
and  practice  -  and  evaluations  will  for  obvious 
reasons  form  an  integral  part  in  this  process. 

In  spite  of  the  challenges  and  limitations, 
knowledge  about  prevention  is  now  being  gen¬ 
erated  at  an  unprecedented  rate  -  and  evalua¬ 
tions  -  in  many  countries  -  already  play  a  key 
part  in  this  process.  Against  this  background, 
advocates  of  substance  abuse  prevention,  how¬ 
ever,  should  not  only  bemoan  the  low  priority 
and  the  lack  of  funds  made  available  for  this 
key  task  in  many  countries,  but  must  build  on 
the  progress  made  to  date  to  demonstrate  what 
many  people  innately  believe  -  that  prevention 
represents  a  sound  social  investment. 


2.3.  TREATMENT 

2.3.1.  TREATMENT  AS  A  DEMAND 
REDUCTION  STRATEGY 

The  term  'treatment'  refersto  a  variety  of  activ¬ 
ities  and  processes  that  focus  on  helping  indi¬ 
viduals  with  drug-related  problems.  Treatment 
has  been  defined  by  the  experts  of  the  World 
Health  Organization46  as  the  process  that 
begins  when  psychoactive  substance  users  come 
into  contact  with  a  health  provider  or  other 
community  service,  and  may  continue  through 
a  succession  of  specific  interventions  until  the 
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highest  attainable  level  of  health  and  well-being 
is  reached'.  Treatment  and  rehabilitation'  are 
seen  as  a  'comprehensive  approach  to  identifi¬ 
cation,  assistance,  health  care,  and  social  inte¬ 
gration  of  persons  presenting  problems  caused 
by  any  psychoactive  substance  use'.  The  Expert 
Committee  suggests  that  treatment  should 
have  three  broad  objectives: 

•  to  reduce  dependence  on  psychoactive  sub¬ 
stances; 

•  to  reduce  the  morbidity  and  mortality  caused 
by,  or  associated  with,  the  use  of  psychoactive 
substances;  and 

•  to  ensure  that  users  are  able  to  maximize  their 
physical,  mental  and  social  abilities  and  their 
access  to  services  and  opportunities,  and  to 
achieve  full  social  integration. 

Treatment  is  generally  recognized  as  an  essen¬ 
tial  component  of  a  comprehensive  demand 
reduction  strategy,  including  in  the  Declaration 
on  the  Guiding  Principles  of  Drug  Demand 
Reduction.47  In  addition  to  helping  individuals 
to  reduce  drug  consumption,  improve  health 
status,  reduce  criminality  and  improve  social 
functioning48,  treatment  reducesdrug  abuse  in 
an  important  segment  of  the  population  which, 
in  most  countries,  is  responsible  for  the  bulk  of 
the  consumption  of  drugs  such  as  heroin  or 
cocaine.  Estimates  for  the  USA,  for  instance, 
suggest  that  a  quarter  of  the  cocaine  using  pop¬ 
ulation  accounts  for  two  thirds  of  the  consump¬ 
tion  of  this  substance49,  and  an  even  stronger 
concentration  seems  to  apply  for  heroin.  If 
treatment  is  readily  available  and  a  high  per¬ 
centage  of  drug  abusers  receive  it,  it  can  have 
a  measurable  effect  on  the  overall  demand  for 
illicit  drugs.  With  fewer  untreated  abusers 
involved  in  the  recruitment  of  new  users,  preva¬ 
lence  of  drug  abuse  is  likely  to  decline  as  well. 

For  treatment  to  be  an  effective  strategy  which 
has  an  overall  impact  on  drug  demand,  two  con- 
ditionshaveto  be  fulfilled:  (i)  treatment  has  to 
be  effective  in  reducing  drug  consumption, 
and  (ii)  a  large  enough  number  of  drug  depen¬ 
dent  persons  must  have  access  to  treatment  so 


that  the  effectiveness  is  translated  into  an  over¬ 
all  reduction  with  a  measurable  impact  on  the 
drug  market. 

Effectiveness  of  treatment 

While  it  is  well  known  that  treatment  is  a  long¬ 
term  process  in  which  'relapses'  are  common, 
there  is  an  increasing  body  of  evidence  which 
shows  that  despite  this,  treatment  is  an  effec¬ 
tive  strategy  in  reducing  drug  consumption 
and  related  health  and  social  problems.Thisalso 
reflects  the  fact  that  drug  treatment  has  made 
significant  progress  over  the  last  two  decades. 
Expertise  in  a  number  of  treatment  related  fields 
has  grown  and  ever  more  specific  programmes 
are  now  available,  at  least  in  developed  coun¬ 
tries,  to  accommodate  the  specific  needs  and 
requirements  of  drug  dependent  persons. 

A  national  treatment  outcome  study  in  the  UK  con¬ 
ducted  in  the  late  1990s  among  1,075  patients, 
for  instance,  showed  that  regular  heroin  use  of 
people  in  residential  treatment  was  43%  lower 
two  years  after  the  end  of  treatment.  Regular 
use  of  cocaine  and  amphetamines  fell  by  more 
than  60%,  of  benzodiazepines  by  70%.  In  par¬ 
allel,  the  ratesof  complete  abstinence  doubled 
for  the  use  of  opiates  (from  24%  to  51%)  and  for 
cocaine  and  amphetamines  (from  30%  to  65%) 
(see  Figure  13).  The  total  volume  of  acquisitive 
crime  committed  by  people  treated  fell  by  more 
than  three  quarters,  drug  trafficking  activities 
by  more  than  80%.  These  declines  were  even 
more  important  than  the  drop  in  the  number  of 
people  who  gave  up  trafficking  and  other  illegal 
activities.  Given  the  strong  reductions  in  crime, 
calculations  of  economic  costs  suggested  that 
every  extra  GBP  1  spent  on  treatment  inter¬ 
ventions,  actually  yielded  GBP  3  in  terms  of 
immediate  cost  savings  associated  with  lower 
levels  of  victim  costs  of  crime  and  reduced 
demands  upon  the  criminal  justice  system.50 

Methadone  maintenance  and  reduction  pro¬ 
grammes  were  also  found  to  be  effective.  They 
showed  even  better  results  for  curbing  heroin 
abuse.  They  were,  however,  I  ess  successful  than 
residential  treatment  programmes  in  reducing 
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Fig.  IB:  Residential  treatment  in  the  UK 

2  year  follow-up  study  on  'regular  use’ 
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Source:  Dept,  of  Health,  National  Treatment  Outcome  Research 
Study,  London  1999. 


Fig.  14:  Treatment  in  the  USA 

1  year  follow-up  study  on  people  treated 
in  publicly-funded  substance  abuse 
programs  in  the  1990s 
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*  ‘beating  up  people' 

**  most  support  arises  from  illegal  activities. 


regular  use  of  cocaine  and  amphetamines,  and 
in  reducing  the  volume  of  acquisitive  crime 
(see Table  3). 

Similarly  positive  results  for  treatment  outcome 
were  also  found  in  the  U  SA.  TheNational  Treat¬ 
ment  Improvement  Evaluation  Study  (n  =5,388), 
which  investigated  the  effectiveness  of  publicly 
funded  treatment  programmes,  found  a  47% 
decline  in  heroin  use  (annual  prevalence)  one 
year  after  treatment  (see  Figure  14) .  I  n  the  case 
of  crack-cocaine  and  cocaine  the  improvements 
were  even  better:  annual  prevalence  fell  by 
more  than  half.  Reports  of  the  participants  in 
the  study  were  validated  by  urine  tests  in  order 
to  avoid  under-reporting/ In  parallel,  violent 
behaviour  declined  by  three  quarters,  which  was 
also  indirectly  confirmed  by  a  reduction  in  the 


Source:  SAMHSA,  National  Treatment  Improvement  Study(NITIS), 
Sept.  1996. 

number  of  arrests  by  two  thirds.  Reliance  on  in¬ 
come  from  illegal  activities  dropped  by  almost 
half  while  income  from  regular  employment 
rose  by  almost  20%.  H  omelessnessfell  by  more 
than  40%.  General  risk  behaviours  also  reduced 
significantly:  unprotected  sex  fell  byathird  among 
heterosexuals  and  by  about  60%  among  homo¬ 
sexuals  and  prostitutes. 

The  positive  results  of  treatment  were  also  con¬ 
firmed  in  theDrugAbuseTreatmentOutcomeStud- 
ie s  (DAT OS)  -  one  of  the  largest  such  research 
efforts  on  the  effectiveness  of  treatment  world¬ 
wide-  which  were  conducted  in  the  1990s under 
the  auspices  of  the  US  National  Institute  on 


v)  The  validation  process  revealed  a  tendency  to  under-report  recent  use  (use  during  the  last  30  days),  but  not  the  use  over  the  past  year.  In 
self  reports  participants  admitted  -  one  year  after  treatment  -  recent  use  of  cocaine/  crack  of  20.4%  while  urine  tests  (undertaken  in  half 
of  the  sample)  found  28.7%;  recent  heroin  use  was  admitted  by  11.3%  while  urine  tests  found  use  by  16.2%.  These  deviations,  however,  do 
not  affect  the  overall  positive  evaluation  of  treatment  activities.  (SAM  HSA,  National  Treatment  Improvement  Evaluation  Study  ( NTI ES) ,  Sept.  1996.) 
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Table  3:  UK:  National  Treatment  Outcome  Study*  follow-up  2  years  later 


Residential  treatment 
(data  in  %  of  people) 

Methadone  treatment 

pre¬ 

treatment 

post¬ 

treatment 

change 

pre¬ 

treatment 

post¬ 

treatment 

change 

Regular  heroin  use 

63.9% 

36.6% 

43% 

78.9% 

40.0% 

49% 

Regular  benzodiazepine  use 

43.1% 

12.9% 

-70% 

35.1% 

14.9% 

-58% 

Regular  use  of  cocaine 

41.6% 

15.8% 

-62% 

20.8% 

10.8% 

48% 

and  amphetamines 

Injecting  drugs 

63.9% 

36.6% 

43% 

60.3% 

42.2% 

-30% 

Injectors  sharing  needles 

32.6% 

13.5% 

-59% 

21.5% 

11.5% 

47% 

Abstinence  from  heroin 

24.3% 

51.0% 

110% 

10.0% 

37.0% 

270% 

Abstinence  from 

40.1% 

76.7% 

91% 

48.9% 

72.2% 

48% 

benzodiazepines 

Abstinence  from  cocaine 

29.7% 

65.3% 

120% 

47.6% 

66.8% 

40% 

and  amphetamines 

Acquisitive  crime  (%  of  clients) 

52% 

27.2% 

48% 

45.4% 

21.4% 

-53% 

Average  number  of  acquisitive 

22.5 

5.1 

-77% 

23.4 

8.7 

-63% 

crimes  per  client 

Drug  trafficking  (%  of  clients) 

35.6% 

12.9% 

-64% 

24.3% 

9.5% 

-61% 

Average  number  of  drug  selling 

|  48.1 

8.3 

-83% 

25.3 

5.2 

-79% 

crimes  per  client 

*  based  on  1075  people  entering  treatment  in  1995. 

Source:  Gossop,  M Marsden,  Stewart,  D.,  Si  Rolfe,  A,  "The  National  Treatment  Outcome  Research  Study:  Changes  in  substance  use,  health 
and  crime:  Fourth  Bulletin";  Department  of  Health,  London,  1999. 


Drug  Abuse  (NIDA).  The  studies  analyzed  the 
treatment  results  of  96  programmes,  and  the 
situation  of  10,010  patients  in  substance  abuse 
treatment  across  the  USA.  The  main  success 
indicator  used  in  these  studies  wasreduction  in 
'hard-core  use',  i.e.  use  of  drugs  at  least  weekly. 
Applying  this  indicator,  the  results  of  treatment 
become  particularly  impressive.  The  studies  - 
conducted  one  year  after  the  end  of  treatment 
-  found  declines  in  the  consumption  levels  of 
both  cocaine  and  heroin  by  about  two  thirds, 
and  a  reduction  in  the  involvement  in  illegal 
activities  by  more  than  half.  The  time  span 
between  initiation  of  drug  use  and  treatment 
was  7  years. 

As  compared  to  theNational  M  ulti-M  odalityTreat- 
ment  Outcome  Evaluation  -  part  of  the  Drug  Abuse 
Reporting  Programme  (DARP)  that  studied  the 
development  of  44,000  clients  admitted  to  139 
programmes  between  1969-1972,  the  DATOS 


results  of  the  1990s  indicated  improvements, 
notably  with  regard  to  heroin.  The  decline  in 
heroin  use  in  long-term  residential  treatment 
programmes,  measured  one  year  after  the  end 
of  treatment,  improved  from  61%  to  65%;  in 
outpatient  methadone  treatment  programmes 
from  64%  to  69%. 51  Outcomes  -  in  both  the 
DARP  and  the  DATOS  studies  tended  to  be 
better  the  longer  clients  stayed  in  treatment. 
For  most  programmes,  three  months  were  found 
to  be  a  critical  minimum  level.  Clients  staying 
less  than  three  months  in  treatment,  in  gen¬ 
eral,  did  worse  than  those  remaining  longer  in 
treatment.  Dropouts  fared  worse  than  people 
who  remained  in  treatment.52  Earlyengagement 
in  treatment  was  associated  with  higher  levels 
of  post-treatment  abstinence.  1  ong-term  residen¬ 
tial  treatment'  programmes  (i.e.  programmes 
which  usually  last  from  4  months  to  2  years) 
seem  to  achieve  the  best  results  overall  but,  they 
are  also  the  most  expensive.  According  to  the 
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DATOSstudyofthel990s,  both  weeklycocaine 
use  and  weekly  heroin  use  were  two  thirds 
lower  one  year  after  having  successfully  com¬ 
pleted  treatment.  Such  results  were  even  better 
than  the  success  for  the  treatment  of  heavy  alco¬ 
hol  consumption  (see  Figure  15). 

The  main  difference  -  compared  to  other  pro¬ 
grammes-  was  the  fall  in  illegal  activities.  Such 
activities  dropped  in  long-term  residential  treat¬ 
ment  programmes  by  some  60%,  more  than  in 
other  programmes.  Based  on  in-depth  inter¬ 
views  with  a  nationwide  sample  of  cocaine- 
dependent  clients,  the  average  crime  costs  per 
client  in  'long-term  residential  treatment'  pro¬ 
grammes  were  calculated  to  amount  to  US$ 
20,700  p.a.  prior  to  treatment.  In  the  year  fol¬ 
lowing  the  end  of  treatment,  such  costs  were 
shown  to  have  fallen  to,  on  average,  US$  4,600 
p.a.,  equivalent  to  a  reduction  of  drug  abuse 
related  crime  costs  by  78%  (similar  results  asin 
the  U  K).  Given  average  treatment  cost  in  long¬ 
term  residential  treatment  programmesof  U  S$  72 
per  day,  a  cost  benefit  ratio  of  1.94  was  calcu¬ 
lated.  This  means  that  for  each  U  S$  1  spent  on 
treatment,  one  might  expect  savings  on  crime- 
costs  of  about  US$  2. 53 

Other  programmes  were  found  to  be  signifi¬ 
cantly  cheaper  (e.g.  U  S$  9  per  day  per  client 
for  drug-free  outpatient  programmes).  Asclients 
participating  in  these  programmes  were,  in  gen¬ 
eral,  less  involved  in  criminal  activities  prior  to 
entering  the  treatment  system,  the  cost-benefit 
ratios  turned  out  to  be  slightly  lower,  though 
they  remained  clearly  positive  (savings  of  US$ 
1.6  of  reduced  crime  costs  for  each  US$  1  spent 
in  drug-free  outpatient  programmes) . 

'Drug-free  outpatient  programmes'  (where  clients 
are  usually  expected  to  stayfrom  3  to  6  months) 
were,  nonetheless,  found  to  be  highly  effective. 
Despite  far  lower  costs  per  client  treated  (daily 
costs  were  just  ysth  of  those  in  long-term  resi¬ 
dential  treatment  programmes),  weeklycocaine 
use  was  still  almost  60%  lower  one  year  after 
the  end  of  treatment.  It  should  be  noted,  how¬ 
ever,  that  since  the  target  populations  of  the 


Fig.  15:  Long-term  Residential  Treatment  in  US 
(one  year  after  treatment) 


70% 


Source:  National  Institute  on  Drug  Abuse  (NIDA),  Drug  Abuse  Treat¬ 
ment  Outcome  Studies  (DATOS),  1999. 

different  types  of  programmes  are  different, 
direct  comparisons  of  cost  effectiveness  are  dif¬ 
ficult  (see  Table  4). 

Good  results  were  also  achieved  in  the  case  of 
'short-term  inpatient  treatment'  programmes, 
which  usually  last  only  up  to  30  days.  Weekly 
cocaine  use  was  found  to  be  two  thirds  lower  in 
the  follow-up  study  a  year  after  the  end  of  treat¬ 
ment.  Flowever,  people  admitted  to  these  pro¬ 
grammes  usually  have  far  less  severe  problems 
in  the  first  place. 

Similar  to  the  UK  example,  outpatient  metha¬ 
done  treatment  programmes  showed  a  sub¬ 
stantial  fall  in  weekly  heroin  use  that  was  above 
average.  The  reduction  use  of  cocaine,  which  is 
usually  the  secondary  drug  in  these  pro¬ 
grammes  was  below  average  though  still  signif¬ 
icant  (almost  half).  Flowever,  no  positive  effects 
on  heavy  alcohol  use  could  be  identified. 
Engagement  in  illegal  activities  fell  by  half,  but 
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Table  4:  US  Drug  Abuse  Treatment  Outcome  Studies  -  one  year  follow-up* 


Long-term 

residential 

treatment 
(21  programmes) 
in  %;  N  =2774 

Short-term 
inpatient 
treatment 
(14  programmes) 
in  %;  N  =3,122 

Outpatient 
drug-free 
treatment 
(32  programmes) 
in  %;  N  =2,574 

20  Outpatient 
methadone 

treatment 
(29  programmes) 
in  %;  N  =1,540 

Change 

(un¬ 

weighted 

average) 

pre  post  change 

pre  post  change 

pre  post  change 

pre  post  change 

Cocaine 

weekly 

66  22  -67% 

67  21  -69% 

42%  18%  -57% 

42  22  -48% 

-64%** 

H  eroin 
weekly 

17  6  -65% 

n/  a  n/  a  n/  a 

n/  a  n/  a  n/  a 

89  28  -69% 

-67% 

Cannabis 

weekly 

n/  a  n/  a  n/  a 

30  11  -63% 

25%  9%  -64% 

n/  a  n/  a  n/  a 

-64%** 

Heavy 

alcohol 

40  19  -53% 

48  20  -58% 

31%  15%  -52% 

15  16  7% 

-54%** 

Illegal 

Activity 

41  16  -61% 

26  11  -58% 

22%  14%  -36% 

29  14  -52% 

-52% 

*  The  studies  are  based  on  information  obtained  from  10,010  treatment  admission  over  the  1991-93  period. 

**  Unweighted  average,  excluding  outpatient  methadone  treatment  programmes. 

Source:  National  Instituteon  Drug  Abuse  (NIDA),  Drug  Abuse  Treatment  OutcomeStudies  (DATOS),  Washington  1999. 


thisdecline  ( like  in  theUK)  wasbelowthe  reduc¬ 
tions  achieved  through  long-term  residential 
treatment  programmes. 

Whatever  methodological  problems  exist  for 
comparing  different  treatment  programmes,  the 
key  point  to  emphasize  is  that  drug  treatment 
in  all  its  complex  manifestations  remains  a 
highly  effective  strategy  in  reducing  substance 
abuse  (For  more  details,  see  Box  2D). 

Impact  of  treatment  on  overall  drug  demand 

Despite  a  number  of  studies  which  have  demon¬ 
strated  the  effectiveness  of  treatment,  theeffects 
of  treatment  on  the  overall  demand  for  drugs 
have  not,  for  the  most  part,  been  assessed  sys¬ 
tematically  yet.  One  analysis,  of  cocaine  abuse 
in  the  United  States  in  the  early  1990s54  sug¬ 
gested  that  by  treating  6,500  heavy  cocaine 
abusers  a  year,  cocaine  consumption  could  be 


reduced  by  one  tonne  a  year.  If  this  is  the  case, 
the  admissions  to  treatment  ( 230,000) w  for 
cocaine  abuse  in  both  1997  and  1998  could  have 
contributed  to  a  potential  reduction  of  the  U  S 
cocaine  market  by  some  35  tonnes  p.a.,  equiv¬ 
alent  to  a  third  of  federal-wide  cocaine  seizures 
or  about  10%  of  the  total  estimated  size  of  the 
U  S  cocaine  market.  Though  the  potential  mar¬ 
gin  of  error  for  such  calculations  is  not  negli¬ 
gible,  the  results  do  suggest  that  overall 
consumption  can  be  significantly  reduced 
through  treatment. 

Thisseemsto  be  even  more  true  for  heroin  where 
-  compared  to  the  overall  heroin  consuming 
population  -  a  significantly  higher  proportion 
is  in  contact  with  the  treatment  system.  While 
the  number  of  admissions  to  treatment  for 
cocaine  abuse  in  the  USA  (233,000  in  1998) 
were  equivalent  to  7%  of  the  estimated  number 


w)  The  number  of  treatment  admissions  is  not  identical  with  the  number  of  people  being  treated.  People  can  be  treated  for  more  than  one 
year.  Also,  one  and  the  same  person  can  undergo  several  treatment  episodes  in  a  year.  There  is  also  some  under-reporting  as  not  all  people 
admitted  to  treatment  facilities  are  actually  registered.  In  Sept.  1998  the  overall  number  of  people  in  treatment  for  substance  abuse 
( incl.  alcohol)  was  1,138,002.  The  total  number  of  admissions  to  treatment  in  1998  (incl.  alcohol)  was  1,564,156,  more  than  a  third  higher 
than  the  number  of  people  in  treatment  in  the  census  period;  over  the  1992-98  period,  the  number  of  admission  were,  on  average,  two  thirds 
higher  than  the  number  of  people  in  treatment.  SAMHSA,  TEDS,  1993-1998,  Treatment  Episode  Data  Set  (TEDS):  1993-1998,  National 
Admissions  to  Substance  Abuse  Treatment  Services,  Rockville,  Maryland,  Sept.  2000. 
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of  hard-core  users (3.3  million),  the  216,900  ad- 
missionsto  treatment  for  heroin  abuse  in  1998, 
were  equivalent  to  22%  of  the  estimated  number 
of  hard-core  users  (0.98  million). 

Even  higher  proportions  of  the  opiate  con¬ 
suming  population  seem  to  be  in  contact  with 
the  treatment  system  in  a  number  of  European 
countries  -  though  comparisons  -  due  to  dif¬ 
ferences  in  definition  -  have  to  be  treated  with 
caution.  In  Italy,  for  example,  121,000  people 
were  treated  for  heroin  abuse  in  1997,  equiva¬ 
lent  to  46%  of  the  total  number  of  problem 
drug  users  (263,000;  range:172, 000-326, 000) . 
In  France,  49,300  people  were  treated  in  spe¬ 
cialized  treatment  centres  in  1997  for  abuse  of 
opiates,  equivalentto  athird  of  thetotal  number 
of  problem  drug  users  (mainly  opiates)  of 
155,000  (range:124, 000-164, 000).  If  substitu¬ 
tion  treatment  is  added,  treatment  involved 
94,400  persons*,  equivalentto  some  60%  of  the 
total  number  of  dependent  users  of  opiates.  In 
Switzerland  19,000  people,  and  thusalmosttwo 
thirds  of  the  estimated  problem  users  were  in 
one  or  another  form  of  treatment  in  1998.  Sim¬ 
ilarly,  in  the  Netherlands,  some  19,000  people 
were  treated  for  heroin  abuse  in  1999,  equivalent 
to  about  70%  of  the  estimated  number  of  heroin 
problem  users  (25,000-28,000)  in  the  country. 

By  contrast,  in  most  developing  countries  and 
countries  in  transition  the  numbers  of  drug 
addicts  being  given  access  to  treatment  services 
are  far  smaller,  clearly  indicating  the  need  to 
strengthen  and  expand  the  treatment  infra¬ 
structure.  While  in  the  U  SA  837,000  admissions 
into  the  treatment  system  for  drug  abuse  were 
reported  in  1998,  i.e.  more  than  3,000  per  mil¬ 
lion  inhabitants,  and  more  than  530,000  people 
or  more  than  1,500  per  million  inhabitants, 
were  in  treatment  in  Western  Europe,  the  cor¬ 
responding  rates  were  around  300  per  million 


Fig.  16:  Drug  treatment  per  million  inhabitants 
p.a.  in  the  late  1990s 

3, BOO 


3,056 


*  Admittances  to  treatment  (excluding  alcohol)  in  1998. 

**  14  West  European  countries,  13  Latin  American  countries,  12  East 
European  countries,  2  Oceanian  countries,  25  Asian  countries, 

11  African  countries;  Global  average  based  on  information  from 
78  countries. 

Source:  U N DC P,  DELTA. 

inhabitants  in  Latin  America,  less  than  300  in 
Eastern  Europe,  less  than  200  in  Asia  and  even 
less  than  30  in  Africa  (see  Figure  16). 

Differences  in  the  levels  of  addiction  do  not 
explain  this  huge  gap  between  treatment  in  the 
developed  and  the  developing  countries.  In 
most  developing  countries,  the  reported  num- 
bersof  peopletreated  range  from  a  few  dozen  to 
a  few  thousand  people  compared  to  several  thou¬ 
sand  or  more  in  a  number  of  developed  coun¬ 
tries.  Significant  numbers  of  people  being 
treated  in  developing  countries  were  only  re¬ 
ported  from  a  handful  of  countries,  including 


x)  The  total  number  of  people  admitted  to  specialized  treatment  centres  in  France  in  1997  was  60,170.  82%  of  treatment  in  specialized  treat¬ 
ment  was  related  to  opiates  (i.e.  49,340).  Based  on  the  sales  of  substitution  substances  -  Subutex  and  methadone  -  the  authorities  estimated 
that  64,300  people  in  1997  were  under  substitution  treatment.  In  specialized  treatment  services,  substitution  treatment  accounted  for  32% 
of  all  treatment,  i.e.  19,250.  This  means  that  45,050  people  were  treated  outside  the  specialized  treatment  sector.  Together  with  overall  treat¬ 
ment  for  opiates  in  the  specialized  sector,  thus  94,390  people  underwent  treatment  for  opiates  in  France  in  1997.  (Observatoire  Frangaisdes 
Drogues  et  desToxicomanies,  Drogues  et  toxicomanies :  I ndicateurset  tendances  -  edition  1999,  Paris  1999,  Chapter:  ‘U sagers de  Drogues  et  Insti¬ 
tutions'.  http:/  /  www.drogues.gouv.fr/fr/  index.html) 
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India  (191,100  in  1999),  the  Islamic  Republic  of 
Iran  (23,300  in  1997),  Thailand  (17,800  in 
1998)  and  among  former  developing  coun¬ 
tries,  Mexico  (48,500  in  1999).  H  alf  of  all  treat¬ 
ment  in  Africa  was  reported  from  just  one 
country,  the  Republic  of  South  Africa.  Signifi¬ 
cant  treatment  activities  may  take  place  in  a  few 
other  developing  countries,  but  they  appar¬ 
ently  do  not  have  this  information  available.  I  n 
most  developing  countries,  there  are,  however, 
manyformsof  'traditional  healing'.  Such  kinds 
of  treatment  may  be  available  to  large  sectionsof 
thedrug  abusing  population,  though  thisisnot 
usually  reflected  in  official  treatment  statistics. 

There  are,  of  course,  limitationsto  treatment  as 
a  stand-alone  demand  reduction  strategy.  Not 
all  drug  abusers  seek  treatment,  and  those  that 
do,  tend  to  do  so  rather  late  in  their  drug  abuse 
careers,  which  reduces  the  chances  for  success. 
Drug  users  also  tend  to  relapse,  and  it  may  take 
several  attempts  until  they  can  be  considered 
cured.y  Given  the  multiplicity  of  factors  which 
affect  both  supply  and  demand,  and  the  lack  of 


Celebration  of  the  26th  of  Junethe  United  Nations 
International  Day  Against  Drugs,  Peru  ©UNDCP 


an  appropriate  treatment  infrastructure  in 
most  countries,  treatment,  at  the  moment,  is 
unlikely  to  play  a  significant  role  in  reducing 
overall  drug  demand  at  the  global  level,  even 
though  it  does  this  in  a  number  of  individual 
countries.  This  does  not  preclude  treatment 
from  playing  such  a  role  in  the  future.  In  any 
case,  treatment  in  the  context  of  a  compre¬ 
hensive  drug  strategy,  can  and  should  make  an 
important  contribution  to  demand  reduction 
as  a  humane  and  cost-effective  way  of  respond¬ 
ing  to  those  with  drug  problems.  An  increasing 
body  of  evidence  from  a  number  of  countries 
supports  the  contention  that  treatment  can 
represent  a  particularly  cost-effective  response 
to  at  least  some  patterns  of  drug  abuse. 


2.3.2.  TREATMENT  INTERVENTIONS 

Treatment  for  drug  abuse  and  dependence 
varies  according  to  the  activities  and  strategies 
used  to  relieve  symptoms  and  induce  change. 
The  types  of  treatment  offered  are  also  distin¬ 
guished  bytheir  underlying  philosophies,  goals, 
intended  target  groups  and  by  the  settings  in 
which  they  are  provided  (outreach,  outpatient 
or  residential). 

In  general,  five  main  modalities  of  treatment 
can  be  distinguished: 

(1)  biophysical 

(2)  pharmacological 

(3)  psychological 

(4)  therapeutic  community,  and 

(5)  traditional  healing. 

M  utual  aid  groups  such  as'NarcoticsAnonymous' 
are  also  an  important  resource  for  people  seek¬ 
ing  to  overcome  drug  problems.  As  they,  how¬ 
ever,  do  not  constitute  a  formal  type  of  treatment, 
they  are  considered  separately  here.  Programmes 
aimed  at  minimizing  the  adverse  health  and 


y)  The  DARP  studies  in  the  USA  mentioned  earlier,  which  also  investigated  the  outcome  of  treatment  (which  had  taken  place  over  the  1969-72 
period)  12  years  later,  found  that  almost  three  quarters  of  the  daily  heroin  users  had  relapsed  one  or  more  times  to  daily  heroin  use,  and 
that  they  had,  on  average,  6  treatment  admissions  during  their  drug  career.  However,  the  study  also  found  that  12  years  after  treatment,  75% 
had  not  used  heroin  on  a  daily  basis  during  the  past  year,  and  67%  had  not  used  it  over  the  past  three  years,  suggesting  that  two  thirds  of  the 
people  treated  could  be  considered  cured. 
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social  consequences  of  drug  abuse  are  not  treat¬ 
ment  programmes  in  a  conventional  sense,  but 
they  are  often  provided  in  tandem  with  treatment 
provision  and  may  act  as  a  condu  it  to  treatment. 

In  practice,  many  agencies  that  provide  treat¬ 
ment  for  substance  abuse  offer  two  or  more 
modalities  and  also  provide  rehabilitation, 
relapse  prevention  and  aftercare  services.  Pro¬ 
grammes  that  provide  pharmacological  treat¬ 
ments  usually  offer  someform  of  counselling  or 
other  psychological  treatment  as  well.  Various 
psychological  approaches  are  used  in  thera¬ 
peutic  communities  and  in  traditional  healing. 
That  said,  differences  between  treatment  regi¬ 
mens  of  the  same  type,  even  within  countries, 
are  often  considerable.  When  one  compares  pro¬ 
vision  between  countries,  even  more  marked 
differences  are  found.  It  cannot  be  assumed 
that  treatment  provision  of  the  same  modality 
is  uniformly  delivered.  Variations  in  therapeu¬ 
tic  practice  complicate  the  assessment  of  treat¬ 
ment  effectiveness.  Nevertheless,  the  list  of 
modalities  that  follow,  broadly  characterizes  the 
different  therapeutic  approaches  found. 


Treatment  Centre,  Thailand 
©T.  Haley/ UNDCP 


Detoxification 

Although  the  term  detoxification  literally  im¬ 
plies  the  elimination  of  toxic  effects  of  drugs 
from  the  body,  it  is  more  widely  used  to  refer  to 
the  management  of  the  rebound  symptoms  of 
neuroadaption  i.e.  withdrawal  and  its  associ¬ 
ated  physical  and/or  mental  problems.  In 
simple  terms,  the  body  having  adapted  in  some 
way  to  the  regular  administration  of  a  drug  is 
actually  thrown  out  of  balance  when  the  drug 
is  no  longer  administered.  This  can  produce  a 
number  of  undesirable  symptoms  which  the 
detoxification  process  is  designed  to  manage. 
Detoxification  is  usually  regarded  as  a  distinct 
treatment  modality.  It  can  be  also  regarded  as 
a  'precursor'  for  actual  treatment.  It  deals  with 
the  withdrawal  effects  but  does  not  address  the 
psychological,  social  and  behaviourial  issues 
associated  with  drug  abuse. 

Complete  detoxification  isa  requirement  of  most 
programmes  with  abstinence  goals,  and  it  may 
be  a  prerequisite  for  the  successful  treatment 
of  some  medical  conditions.  Detoxification  is 
achieved  either  by  the  abrupt  cessation  of  drug 
use  or  bya  more  gradual  reduction.  Support  and 
monitoring  need  to  be  provided  in  accordance 
with  the  risks  related  to  withdrawal  from  dif¬ 
ferent  substances  since  sudden  withdrawal, 
notably  from  alcohol,  barbiturates  and  benzodi- 
azep  i  n  es,  can  h  ave  I  i  f e-th  reaten  i  n  g  co  n  seq  u  en  ces. 
Support  methods  may  include  physiotherapy, 
acupuncture  and  herbal  teas. 

Acupuncture  is  used  in  detoxification  program¬ 
mes  in  several  countries. There  issome evidence 
for  its  effectiveness.55  Though  it  is  not  entirely 
clear  how  it  works  from  a  medical  perspective, 
practitionersclaim  that  acupuncture  stimulates 
the  release  of  enkephalinsand  other  endogenous 
opioidsand  thus  reduces  craving.  Acupuncture 
may  also  have  a  strong  placebo  effect. 

Pharmacotherapy  may  be  used  to  support  detoxifi¬ 
cation.  It  is  most  commonly  used  for  detoxifi¬ 
cation  from  opioids,  benzodiazepines  and  barbi¬ 
turates.  In  the  case  of  benzodiazepines  and  barbi¬ 
turates,  substances  with  similar  pharmacological 
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characteristics  to  the  drug  of  dependence  are  used 
in  decreasing  doses  over  a  short  period  of  time. 

Methadone,  L-alpha-acetylmethadol  (LAAM), 
buprenorphine,  clonidine,  and  sedatives  are 
among  the  substances  most  commonly  used  to 
facilitate  the  heroin  detoxification  process.  Of 
these  methadone  (a  synthetic  opiate)  and 
buprenorphine  are  the  two  most  commonly 
used  substances.  A  considerable  research  liter¬ 
ature  exists  on  the  therapeutic  use  of  these 
drugs  in  the  heroin  detoxification  process. 

Alternatively,  accelerated  or  'rapid'  and  'ultra- 
rapid'  detoxification  methods  have  been  used 
to  a  limited  extent  in  some  countries.56  They 
involve  the  use  of  general  anaesthesia  which 
has  raised  concerns  over  the  associated  risks  - 
and  they  tend  to  be  costly.  They  thus  remain 
controversial  and  are  usually  only  appropriate 
in  exceptional  cases.57  There  is  no  strong  evi¬ 
dence  that  accelerated  detoxification  increases 
the  chances  of  long-term  abstinence.58 

Pharmacological  Treatments 

Pharmaceuticals  are  used  in  longer  term  ther¬ 
apies  as  well  as  in  the  management  of  acute 
drug  withdrawal.  In  some  cases,  the  aim  is  to 
treat  depression  or  other  mental  health  prob¬ 
lems  which  coexist  with  substance  abuse.  How¬ 
ever,  there  is  an  increasing  interest  in  the  use 
of  pharmacotherapy  to  moderate  processes  in 
the  brain  that  seem  to  contribute  to  persistent 
drug  abuse. 

Treatment  for  opioid  dependence 

Opioid2  maintenance  programmes  aim  at  sta¬ 
bilizing  addicts  within  the  community  and  at 
helping  them  to  move  away  from  the  use  of 
illicit  drugs  to  the  point  at  which  non-drug-use 
focused  interventions  can  be  introduced.  Such 
programmes  may  maintain  addicts  on  thera¬ 
peutic  doses  of  opioids  for  considerable  peri¬ 


ods  of  time.  Available  evidence  indicates  that 
successful  outcome  is  enhanced  when  a  series 
of  ancillary  services  are  offered  to  the  patients, 
such  as  counselling,  interpersonal  and  social 
skillstraining,  referral  to  medical  and  psychi¬ 
atric  services,  HIV  and  other  infectious  dis¬ 
eases  testing,  education,  vocational  training 
and  advice,  and  social  support  services  such  as 
housing.  Opioid  maintenance  programmes  tend 
to  be  strict  with  respect  to  enrolment  and  re¬ 
admission  and  require  clients  to  submit  to  regu¬ 
lar  and  supervised  urine  tests.  The  programmes 
are  generally  considered  most  suitable  for 
older,  long-term  opiate  abusers  who  have  con¬ 
sistently  failed  to  benefit  from  abstinence  ori¬ 
entated  programmes. 

The  use  of  rewards  for  abstinence  from  illicit 
drugs  has  been  shown  to  reduce  illicit  drug  use 
among  clients.59  These  rewards  may  take  the 
form  of  vouchers  that  can  be  exchanged  for 
goodsand  services,  and  their  value  is  increased 
with  the  number  of  consecutive  drug-free 
urine  samples  provided. 

The  most  commonly  prescribed  psychoactive 
drugs  for  the  treatment  of  opiate  dependence 
are  shown  in  Box  2C.  In  adequate  doses  and  with 
supportive  therapy,  opioid  maintenance  pro¬ 
grammes  were  shown  to  reduce  illicit  opioid 
abuse  and  criminal  activity,  improve  social 
functioning  and  productivity,  reduce  H IV  trans¬ 
mission  and  improve  pregnancy  outcomes  in 
addicted  women.60  Methadone,  though  not 
without  problems,  has  been  shown  to  be  rela¬ 
tively  safe  for  long-term  use,  and  good  outcomes 
are  associated  with  retention  in  treatment.61 
Numerous  studies  have  shown  that  LAAM  can 
be  as  effective  as  methadone  in  reducing  illicit 
drug  abuse  in  opioid-dependent  individuals.62 
Several  clinical  studies  have  shown  that  buprenor¬ 
phine  is  effective  in  the  treatment  of  opiate  de¬ 
pendence  as  well.63  Naltrexone  has  been 


z)  The  term  opioid  is  used  as  the  generic  term  for  any  natural  or  synthetic  drug  that  has  morphine-like  pharmacological  actions  although  not 
necessarily  sharing  a  similar  chemical  structure.  It  is  also  used  to  refer  to  the  compounds  occurring  naturally  in  the  brain  which  have  opioid 
action  such  as  the  endorphins  and  enkephalins.  The  term  ‘opiate’  is  used  for  substances  derived  from  the  opium  poppy  and  that  are 
contained  in  opium,  such  as  morphine  and  codeine;  the  term  is  also  used  for  the  semi-synthetic  opioid  diamorphine  (heroin),  which  is 
manufactured  from  morphine.  In  practice,  when  the  term  opiate  addiction  is  used  it  is  usually  referring  to  the  abuse  of  heroin  or  opium. 
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investigated  asa  maintenance  agent,  but  all  the 
studies  carried  out  reported  high  dropout  rates 
early  on  in  treatment.  Naltrexone  may  be, 
nonetheless,  useful  in  treating  highly  moti¬ 
vated  individuals.64  Clients  starting  on  naltrex¬ 
one  must  be  free  of  opioids  for  at  least  seven  to 
ten  days  prior  to  treatment,  otherwise  a  with¬ 
drawal  syndrome  maybe  precipitated. 


their  craving  for  heroin  or  that  they  have  un¬ 
pleasant  side  effects.  This  is  frequently  a  ques¬ 
tion  of  dosage.  While  higher  dosages  can 
prevent  heroin  addicts  from  having  feelings  of 
craving,  they  strengthen  the  negative  side- 
effects  from  the  substitution  substances,  and 
vice-versa.  The  behavioral  requirements  of  some 
substitution  programmes  have  also  limited 
their  appeal  for  some  addicts.  A  potentially 
more  serious  problem  is  that  some  of  the  sub¬ 
stitution  substances  end  up  on  the  illicit  mar¬ 
kets  as  addicts  manage  to  sell  them  in  order  to 
obtain  the  financial  means  for  buying  their 


Substitution  treatment  is,  of  course,  not  without 
problems.  Methadone,  LAAM  and  buprenor- 
phine  are  not  effective  in  all  cases.  Some  heroin 
addicts  report  that  these  drugs  do  not  reduce 


Box  2C:  The  main  drugs  used  in  the  treatment  of  narcotic  dependence 

Name  of  drug:  Methadone 
Mode  of  action  and  main  effects 

Methadone  is  a  synthetic  opioid  that  binds  to  the  same  receptors  as  endogenous  (opioids  naturally  produced  in  the  body) 
and  exogenous  opioids  (other  opioids  not  produced  in  the  body).  Because  of  its  similar  pharmacological  effects, 
methadone  prevents  withdrawal  symptomsin  opioid-dependent  people.  Itisused  in  the  management  of  opiate  withdrawal 
and  for  the  maintenance  of  addicts.  The  main  advantages  of  methadone  are  that  it  can  be  taken  orally  and  that  its  effects 
last  for  24  hours 

Name  of  drug:  LAAM  -  L-alpha-acetylmethadol 
Mode  of  action  and  main  effects 

LAAM  is  a  synthetic  opioid  that  can  also  be  used  as  a  maintenance  drug.  It  is  chemically  related  to  methadone  and  like 
methadone  is  orally  active,  in  other  words  produces  its  effect  when  taken  by  mouth.  H  owever,  it  has  a  longer  duration  of 
action  (2-3  days).  The  onset  of  action  is  slower  compared  to  methadone  and  the  time  to  reach  maintenance  levels  is  also 
longer  with  LAAM  (8-20  days  )  compared  to  methadone  (5-8  days).  LAAM  should  not  be  administered  daily  because  of 
drug  accumulation  and  the  danger  of  overdose.  LAAM  has  been  available  since  1993  in  the  USA  for  the  treatment  of  opiate 
dependence,  but  it  is  not  available  in  all  countries. 

Name  of  drug:  Buprenorphine 
Mode  of  action  and  main  effects 

Buprenorphine  is  a  partial  agonist  (in  simple  terms  an  agonist  is  a  drug  that  is  capable  of  combining  with  a  cell  receptor 
and  stimulating  or  initiates  a  biochemical  response)  which  is  dissolved  under  the  tongue  and  used  for  opioid  maintenance. 
It  exhibits  a  ceiling  effect  (increasing  the  dose  only  increases  the  effect  to  a  certain  point).  It  is  thus  safer  than  full  ago¬ 
nists  such  as  morphine  or  heroin  and  less  likely  to  produce  respiratory  distress.  Buprenorphine  withdrawal  symptoms  are 
milder  than  those  for  methadone.  In  order  to  reduce  the  abuse  potential  of  buprenorphine,  naloxone  -  a  narcotic  antag¬ 
onist  (in  simple  terms  an  antagonist  is  a  substance  that  is  capable  of  inhibiting  the  effect  of  a  target  substance  by  binding  to 
a  cell  receptor  and  displacing  the  original  drug  and  nullifying,  counteting  or  reversing  its  effect)  which  reverses  the  res¬ 
piratory,  sedative  and  hypotensive  effects  of  heroin  overdose,  has  been  added  to  some  buprenorphine  tablets.  Buprenor¬ 
phine  is  currently  not  available  in  all  countries. 

Name  of  drug  Naltrexone 
Mode  of  action  and  main  effects 

Naltrexone  blocks  the  effects  of  opioid  drugs,  but  it  produces  no  pharmacological  effects  of  its  own.  In  a  person  who  is 
opioid-free,  naltrexone  produces  no  discernible  effects.  H  owever,  if  it  is  administered  to  someone  who  is  physically  depen¬ 
dent  on  opioids  it  will  precipitate  withdrawal.  It  will  also  cancel  out  the  effects  of  other  opioids  taken  concomitantly.  It  is 
orally  active  and  long-acting  (1-2  days).  It  has  been  indicated  to  help  highly  motivated  drug  addicts  keep  abstinent. 


126 


drugs  of  first  choice  as  addicts  are  often  reluc¬ 
tant  to  forgo  the  sense  of  euphoria  (rush)  that 
they  experience  when  injecting  heroin.  Some 
death  cases  have  already  been  associated  with 
diverted  substitution  drugs.  A  related  trend  in 
a  number  of  European  cities  in  recent  years,  has 
been  the  increasing  use  of  illegally  acquired 
crack-cocaine  by  people  in  methadone  mainte¬ 
nance  programmes  as  these  stimulants  appar¬ 
ently  provide  them  with  the  much  desired 
sense  of  euphoria.  The  addiction  problem  is 
thus  widened  even  further. 

Some  practitioners  have  advocated  prescribing 
injectable  preparations,  such  as  injectable  me¬ 
thadone.  Far  more  rarely,  and  more  controver¬ 
sially,  some  European  countries  have  started  to 
experiment  with  injectable  diacetylmorphine 
(heroin).  The  medical  prescription  of  heroin 
has  long  been  a  feature  of  treatment  of  heroin 
addiction  in  Britain.  However,  following  some 
cases  of  diversion  to  clandestine  markets  and 
the  dubious  role  played  in  this  by  at  least  one 
medical  doctor  in  the  1960s,  few  British  doctors 
are  nowadays  licensed  to  prescribe  heroin  for 
addiction  and  most  of  them  rarely  do  so.65 
I  njectable  preparations  of  methadone  are  more 
commonly  prescribed  for  intractable  injectors 
-  but  again  this  remains  a  rare  response.  Oral 
preparations  of  methadone  are  most  com¬ 
monly  used.  In  Switzerland,  following  a  much 
publicized  and  still  controversial  evaluation66, 
the  medical  prescription  of  heroin  for  the 
treatment  of  addiction  has  been  approved.  A 
major  impetus  for  the  Swiss  heroin  trials  was 
thehigh  incidenceof  H  IV  infection  in  thepop- 
ulation  of  injecting  drug  users  and  the  highly 
visible  nature  of  the  drug  scene  in  Zurich  and 
other  cities.The  External  Evaluation  Panel  on 
the  Evaluation  of  the  Swiss  Scientific  Studies  of 
Medically  Prescribed  Narcoticsto  DrugAddicts 
found  improvements  in  the  health  status  and 
social  functioning  in  the  individuals  treated, 
but  concluded  that  no  causal  link  could  be 
established  between  the  prescription  of  heroin 
and  these  improvements76.  A  further  evalua¬ 
tion  of  heroin  prescription  isproceeding  in  the 
Netherlands  and  additional  trials  have  or  are 


being  developed  or  discussed  in  Australia,  Bel¬ 
gium,  Canada,  Germany,  and  Spain.  Alternative 
modesof  deliveryfor  heroin  (including  reefers 
for  smoking,  nasal  sprays,  and  rectal  supposito¬ 
ries)  have  been  studied,  but  these  have  not 
generally  been  made  available68  to  patients. 

Problems  associated  with  heroin  prescription 
are  -  apart  from  serious  ethical  considerations 
-  thehigh  costsof  such  programmes-  resulting 
from  the  need  to  take  necessary  precautions  to 
prevent  diversions.  This  makes  such  program¬ 
mes,  de-facto,  not  appropriate  for  implementa¬ 
tion  in  developing  countries,  countries  in 
transition  and  a  number  of  developed  coun¬ 
tries  with  limited  financial  resources  for  treat¬ 
ment.  The  programmes  also  require  trustworthy 
and  dedicated  staff  who  are  not  tempted  by  the 
opportunities  to  generate  extra  income.  Soci¬ 
eties  which  are  so  resilient  to  corruption  are, 
however,  not  easy  to  find,  in  the  developed  or 
developing  world.  A  more  fundamental  prob¬ 
lem  iswhether  the  authorities  should  providea 
dangerous  and  potentially  lethal  substance  - 
which  in  a  number  of  cases  will  lead  to  death  - 
on  the  grounds  that  the  overall  likelihood  of 
morbidity  and  mortality  were  higher  if  such  a 
substance  were  to  be  bought  through  clandes¬ 
tine  channels.  This  is  a  clear  ethical  dilemma 
(which  to  some  extent  also  exists  in  the  case  of 
other  substitution  substances)  that  is  not  easy 
to  solve.  It  should  be  clear,  however,  that  heroin 
prescription,  even  in  countries  where  it  takes 
place,  is  not  the  solution  to  the  drug  problem. 
It  can,  at  best,  be  the  ultimate  response  for 
dealing  with  the  small  group  of  the  most  severe 
drug  addicts  who  are  heading  towards  almost 
certain  death,  and  who  would  not  be  suscepti¬ 
ble  to  any  other  form  of  treatment.  An  effective 
treatment  infrastructure,  however,  should 
avoid  such  severe  forms  of  addiction  from 
developing  in  the  first  place. 

Treatment  for  dependence  on  other  drugs 

There  are  no  specific  pharmacotherapies  for 
the  prevention  of  relapse  among  people  depen¬ 
dent  on  sedatives  or  anxiolytics  (central  ner¬ 
vous  system  depressants  with  the  capacity  of 
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relieving  anxiety  and  inducing  calmness  and 
sleep).  Amphetamine hason  occasion  been  pre¬ 
scribed  for  amphetamine  dependence69  but 
this  remains  a  rare  and  largely  experimental 
response.  Further  research  on  thistreatment  is 
currently  being  conducted  in  the  U  nited  King¬ 
dom.  No  strong  evidence  is  available  to  allow 
the  effectiveness  of  this  response  to  be  judged. 

To  date,  no  pharmacotherapeutic  agents  have 
been  approved  for  the  treatment  of  cocaine  abuse 
and  dependence.  H  owever  recent  research  indi¬ 
cates  the  potential  of  two  classes  of  drugs,  anti¬ 
depressants  and  dopaminergic  compounds.  The 
rationale  for  studying  antidepressants  is  based 
on  reports  of  depression  following  cessation  of 
cocaine  abuse.  Several  antidepressants  have 
been  tried,  though  with  limited  success.70  The 
rationale  for  using  dopaminergic  agents  was 
based  on  the  finding  that  the  reinforcing  prop¬ 
erties  of  cocaine  are  mediated  through  the 
neurotransmitter  dopamine,  and  that  chronic 
cocaine  abuse  over  stimulates  the  dopaminergic 
reward  system,  resulting  in  dopamine  deple¬ 
tion.  Dopamine  agonists  have  been  used  to 
counteract  the  effects  of  dopamine  depletion. 
Although  they  have  been  shown  to  reduce 
cocaine  abuse  and  cravings  in  some  clinical 
trials71,  these  effects  have  not  been  confirmed 
in  others.72  Many  other  pharmacological  agents 
have  been  investigated  with  limited  success.73 

Recent  animal  studies  have  shown  promising 
results  with  the  use  of  vaccines  against  the 
behavioural  effects  of  cocaine  and  nicotine.74 
These  vaccines  stimulate  the  immune  system  to 
create  antibodies  that  bind  to  molecules  of  the 
active  drug  and  form  molecules  that  are  too 
large  to  pass  the  blood/  brain  barrier.  If  the 
active  drug  cannot  pass  the  blood/  brain  bar¬ 
rier  it  will  not  reach  the  brain  and  will  not  pro¬ 
duce  its  psychotropic  effects.  Animal  studies 
have  shown  a  marked  reduction  in  the  rein¬ 
forcing  effectsof  drugs  that  stimulate  drug-spe¬ 
cific  antibodies  after  vaccination.  However, 
there  are  no  studies  of  the  effects  of  vaccines 
on  drug  use  in  humans  and  this  remains  a 
promising  area  for  further  research. 


NON-PHARMACOLOGICAL  INTERVENTIONS 

Biophysical  interventions 

Acupuncture  is  used  for  treatment  and  in  relapse 
prevention75,  especially  in  Eastern  European 
countries  and  in  the  M  iddle  and  Far  East.  It  is 
also  increasingly  used  in  some  Western  Euro¬ 
pean  countries  as  a  complimentary  therapy  to 
other  interventions.  For  example,  to  help  relieve 
withdrawal  distress  during  detoxification. 

Psychological/  counseling  interventions 

A  wide  range  of  activities  and  processes  fall 
under  this  heading,  although  there  is  no  clear 
consensusasto  howthey  should  be  distinguished 
or  classified.  Two  broad  categories  of  psycho¬ 
logical  treatment  are  generally  recognized  - 
interventions  based  on  behavioural  principles 
and  those  based  on  psychodynamic  principles  - 
each  of  which  reflects  different  assumptions 
about  the  nature  of  substance  abuse  and  the 
recovery  process.  Behavioural  treatments  pos¬ 
tulate  that  substance  abuse  is  the  result  of  mal¬ 
adaptive  learning  and  that  recovery  involves 
relearning  or  unlearning  patternsof  behaviour 
that  contribute  to  persistent  substance  abuse. 
In  contrast,  psychodynamic  treatments  are 
based  on  the  assumption  that  substance  abuse 
is  a  symptom  of  childhood  conflicts  and  that 
reco ver y  req u  i  res  th ese  co n f I  i cts  to  be  reso  I ved . 

Further  classification  of  treatments  with  in  these 
two  categories  is  complicated  by  differences  in 
the  way  they  are  described  by  different  practi¬ 
tioners  and  researchers.  Some  'named'  treatment 
approaches  involve  several  distinct  components. 
For  example,  'relapse  prevention'  can  be  de¬ 
scribed  as  a  separate  form  of  treatment  or  as  a 
component  of  'cognitive  therapy'.  Relapse  pre¬ 
vention  and  other  treatments  outlined  in  a 
recent  report  from  the  US  National  Institute 
on  Drug  Abuse76  encompass  a  variety  of  distinct 
treatment  techniques.  For  example,  some  models 
consider  relapse  prevention,  counselling  and 
support,  referral  to  self-help,  education,  urine 
testing  and  family  and  group  therapy  under 
the  same  heading. 
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A  useful  approach  to  understanding  different 
forms  of  treatment  is  to  focus  on  the  key  com¬ 
ponents  of  each  one  and  to  look  at  how  these 
are  utilized  to  achieve  particular  objectives  at 
different  stages  in  the  rehabilitation  and  relapse 
prevention  process.77  A  summary  of  treatment 
strategies  and  their  effectiveness  is  provided  in 
Box  2D.  Most  of  these  treatments  are  broadly 
based  on  behavioural  principles.  The  excep¬ 
tions  are  Ericsonian  Psychotherapy,  which  has 
its  roots  in  psychoanalysis,  and  a  form  of 
client-centred  therapy  influenced  by  the 
humanistic  writings  of  Carl  Rogers.  Many 
other  types  of  psychodynamic  therapy  have 


been  proposed,  but  few  have  been  evaluated 
and  their  effectiveness  is  in  doubt.  Most  are 
long  term  and  only  available  to  clients  willing 
to  pay  the  high  fees  charged  by  their  practi¬ 
tioners.  Brief  descriptions  and  some  indica¬ 
tions  of  specific  interventions  are  given  below. 
Further  evidence  for  the  effectiveness  of  some 
other  types  of  therapy  is  summarized  in  Box  2D 
on  treatment  effectiveness. 

The  technique  of  using  confrontation  to  'break 
through  clients1  denial'  of  drug  problemsisquite 
commonly  used.  Some  approaches  involve  the 
forceful  presentation  of  evidence  of  drug  abuse 


Box  2D:  The  effectiveness  of  services  and  treatments  for  substance  abuse  disorders 

This  box,  based  upon  selected  evaluations,  summarizes  the  evidence  on  the  impact  of  three  major  types  of  treatment:  drug 
substitution,  psychosocial  counselling,  and  residential  rehabilitation. 

Background 

The  usual  practice  with  treatment  outcome  evaluations  is  to  first  interview  a  representative  sample  of  the  people  entering 
the  particular  treatment  option.  The  extent  of  these  clients'  problems  is  then  measured,  typically  across  the  core  domains 
of  substance  use,  health  risk  behaviour,  physical  and  psychological  health  status  and  problems,  and  personal  and  social 
functioning  (e.g.  relationship  difficulties,  employment,  housing,  and  criminal  behaviour).  Measuresin  these  areas  are  then 
reassessed  at  one  or  more  points  during  and  after  treatment.  In  addition  to  assessing  change  on  these  primary  measures, 
research  evaluators  are  increasingly  interested  in  recording  the  costs  of  the  treatments  studied  and  evaluating  their  eco¬ 
nomic  effectiveness.  While  clinical  and  economic  measures  can  be  relatively  straightforward  to  gather,  reporting  outcome 
is  more  challenging.  Nevertheless,  there  is  a  substantial  literature  which  shows  that  well-structured  treatment  achieves  pos¬ 
itive  gains,  both  during  and  after  treatment. 

Drug  substitution 

Opioid  substitution  prescribing  isthe  most  widely  evaluated  treatmentfor  heroin  and  opioid  dependence.  Internationally, 
there  is  a  well-established  evidence  base  for  substitution  treatment  with  oral  methadone  (M  MT)  which  is  associated  with 
lower  ratesof  heroin  consumption,  reduced  levelsof  crime,  improved  social  functioning,  lower  mortality  and  reduced  rates 
of  H IV  risk  behaviours.  In  1998,  Marsch  reported  the  results  of  a  statistical  meta-analysis  of  11  MMT  outcome  studies  and 
eight  and  24  studies  investigating  the  effect  of  MMT  on  HIV  risk  behaviours  and  criminal  activities,  respectively.78  These 
analyses  show  a  consistent,  statistically  significant  relationship  between  treatment  and  the  reduction  of  illicit  opiate  use, 
HIV  risk  behaviours  and  drug  and  property  crimes. 

Psychosocial  counselling 

Psychosocial  counselling  is  an  important  treatment  for  people  with  drug  problems  and  it  is  considered  a  valuable  element 
of  treatment  programmes.  It  can  be  provided  in  residential  or  community/  outpatient  settings,  but  only  some  of  the  broad 
range  of  counselling  modalities  have  been  evaluated  with  drug  abusing  populations. 

The  overall  goals  of  counselling  relate  to  changes  in  substance  use  behaviours  and  improvements  in  several  areas  of  per¬ 
sonal  and  social  functioning  -  including  family  and  social  relationships,  employment,  and  crime.  From  the  programmes 
studied,  there  is  evidence  of  positive  impact  on  these  dimensions.  For  example,  general  outpatient  abstinence-oriented 
counselling  programmes  in  the  USA  have  been  evaluated  as  part  of  the  national  series  of  field  evaluation  studies  and  the 
results  highlight  reductions  in  drug  use  and  crime  involvement  as  well  as  improvements  in  health  and  well-being.  Drug  use 
outcomes  for  outpatient  drug  free  programmes,  which  contain  a  counselling  element  reported  by  the  Drug  Abuse  Treat¬ 
ment  Outcome  Study79,  show  positive  impact  on  the  use  of  heroin,  cocaine,  cannabisand  alcohol. 
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In  terms  of  specific  psychotherapy  modalities,  brief  motivational  therapy  has  been  used  successfully  with  opiate  users  in 
oral  methadone  maintenance  treatment.  Psychotherapies  which  are  focused,  time  limited  and  incorporate  behavioural  ele¬ 
ments,  notably  contingency  reinforcement  therapy,  have  also  produced  encouraging  results.  Relapse-prevention  oriented, 
cognitive-behavioural  therapies  (CBT)  have  received  the  most  frequent  evaluation.  Some  24  randomized  controlled  trials 
of  CBT  have  been  conducted  among  adult  users  of  tobacco,  alcohol,  cocaine,  marijuana  and  opiates.  There  is  good  evi¬ 
dence  for  the  effectiveness  of  this  approach,  compared  with  no-treatment  controls  or  in  contrast  with  alternative  therapies. 
In  particular,  positive  results  have  been  found  in  respect  to  treatment  compliance  and  abstinence.  Some  studies  have  sug¬ 
gested  that  a  CBT  approach  may  be  particularly  appropriate  for  severely  dependent  or  depressed  users. 

Residential  rehabilitation  programmes 

There  is  good  evidence  from  research  conducted  in  several  countries  for  the  positive  benefits  of  residential  rehabilitation. 
The  majority  of  studies  have  evaluated  Therapeutic  Community  (TC)  programmes  and  the  evidence  points  to  the  consid¬ 
erable  success  of  these  services  in  achieving  post-discharge  reductions  in  illicit  drug  use.  For  example,  in  the  Treatment 
Outcome  Prospective  Study  (TOPS)  regular  use  of  illicit  drugs  (weekly  or  more  frequent  consumption)  was  reported  by 
31%  of  clients  in  the  year  prior  to  admission  in  residential  programmes.  For  those  clients  who  had  received  at  least  23 
months  of  treatment,  this  rate  reduced  to  zero  during  the  first  90  days  of  treatment,  then  stabilized  across  three  further 
points:  (i)  three  months  after  treatment  (11%);  (ii)  one  year  after  treatment  (11%);  and  (ii)  3-5  years  after  treatment 
(12%).  Drug  use  outcomes  for  long-term  residential  and  short-term  inpatient  treatment  programmes,  as  studied  by  the 
US  -  Drug  Abuse  Treatment  Outcome  Study  (DATOS)  also  show  positive  outcomes  for  both  types  of  treatment. 

Similar  data  from  the  U  K  (National  Treatment  Outcome  Research  Study80)  has  reported  outcomes  after  discharge  from 
eight  inpatient  units  and  16  residential  rehabilitation  programmes.  One-year  follow-up  results  show  a  decreases  in  the  use 
of  opiates  stimulants,  levels  of  injecting  and  H  IV  risk  behaviour. 

Key  issues 

U  nderstanding  treatment  process:  client,  counsellor  and  environmental  factors 

In  addition  to  gathering  information  on  the  outcomes  of  the  treatments  summarized  above,  important  advances  have  been 
made  in  understanding  what  happens  during  treatment  and  how  this  has  an  impact  on  outcome.  Various  factors  have  been 
studied,  including  a  client's  readiness  for  change  (motivation),  initial  engagement  in  the  programme,  and  the  establish¬ 
ment  of  a  positive  therapeutic  working  relationship  with  the  counsellor.  For  example,  treatment  readiness  has  been  found 
to  be  predictive  of  retention  and  early  therapeutic  engagement  for  clients  entering  long-term  residential  treatment,  out¬ 
patient  methadone  and  drug-free  counsel  ling  programmes.  Findings  also  suggest  the  importance  of  attributes  of  the  coun¬ 
sellor.  Effective  counsellors  have  been  found  to  possess  good  interpersonal  skills,  be  organized  in  their  work,  see  their 
clients  more  frequently,  refer  clients  to  ancillary  services  as  needed  and  generally  establish  a  practical  and  empathy  "ther¬ 
apeutic  alliance"  with  the  client.  Therefore  it  appears  that  both  client  and  counsellor  attributes  are  important  in  achieving 
positive  treatment  outcomes. 

Outside  of  the  therapeutic  process,  social  supports  and  stressors  (e.g.  a  substance  dependent  spouse)  in  the  client's  social 
environment  can  exert  a  powerful  influence  on  outcome  and  treatment  gains  and  may  attenuate  rapidly  if  hisf  her  social 
resources  are  limited.  This  risk  can  be  compounded  by  an  imbalance  found  in  manytreatment  programmes,  which  (due  to 
understandable  practical  necessities)  focus  on  initial  behaviour  change  and  substantially  lesson  the  maintenance  of  change 
in  clients1  social  environment.  Overall,  those  programmes  which  are  able  to  help  clients  improve  their  community  integra¬ 
tion  and  stability,  address  life  problems,  family  relation  ships  and  enhance  personal  resources,  are  more  likely  to  be  effective. 

Expanding  evaluation  efforts 

There  are  political  imperatives  to  gather  information  on  the  routine  performance  of  treatment  services.  Most  evaluation 
studies  have  focused  on  the  "main  effects"  of  treatment  for  a  sample  of  clients.  Increasingly,  treatment  strategists  and  the 
research  community  are  looking  at  the  outcomes  for  priority  groups,  including  young  people;  people  with  psychiatric  and 
substance  use  co-morbidity,  the  homeless,  and  people  from  ethnic  minority  communities.  T  reatment  process  and  outcome 
studies  are  now  especially  needed  to  inform  the  development  of  services  in  these  areas.  National  drug  control  strategies 
are  also  usinga  performance  measurement  framework  to  assess  theimpact  of  treatment  services,  notjuston  oneoccasion, 
but  regularly  across  time  to  assist  in  the  evaluation  of  overall  policy.  For  example,  the  US  Drug  Control  Strategy  hasestab- 
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lished  five  critical  indicators  of  the  impact  of  treatment:  increased  employment,  increased  educational  status,  decreased 
illegal  activity,  increased  health  status  and  decreased  drug  use.  Assessing  these  critical  indicators  will  need  a  new  data 
reporting  and  tracking  system  that  is  now  under  development.  National  drug  control  strategies  in  other  countries  are  also 
being  modeled  using  a  performance  measurement  framework  and  gathering  expanded  outcome  data  sets  is  a  core  objective. 


and  related  problems,  while  others  involve  less 
forceful  presentation  and  information  about 
the  effects  of  drugs.  Some  limited  evidence 
concerning  the  effectiveness  of  forceful  con¬ 
frontational  methods  with  alcohol  and  drug 
abusers  raise,  however,  some  questions  as  to  the 
appropriateness  of  this  method.81 

Many  therapists  use  some  type  of  client-centred 
counselling  approach  to  increase  client  motiva¬ 
tion.  This  was  originally  developed  by  Carl 
Rogers  and  is  a  type  of  therapy  concerned  with 
self-actualization  and  freedom  of  expression.  It 
is  often  characterized  as  a  holistic  or  Gestalt 
approach  to  treatment.  Thetechniquesof  moti¬ 
vational  interviewing  or  motivational  enhancement 
therapy82  are  also  grounded  in  Rogers'  work.  These 
involve  an  initial  assessment  and  discussion 
about  drug  use  to  help  clients  identify  personal 
reasons  and  objectives  for  change.  Therapists 
then  seek  to  strengthen  motivation  using  inter¬ 
viewing  techniques  that  focuson  the  issues  felt 
by  clients  to  be  the  most  important.  Where  ap¬ 
propriate,  therapists  provide  suggestions  for 
dealing  with  high-risk  situations.  Over  the 
course  of  treatment,  therapists  and  clientsreview 
progress  and  continue  to  seek  ways  of  achiev¬ 
ing  agreed-on  objectives.  Clients  are  sometimes 
encouraged  to  bring  close  friends  or  family 
members  to  treatment  sessions. 

Ericsonian  psychotherapy  is  similar  to  hypnosis 
except  that  the  therapists  do  not  induce  trance 
states,  but  use  metaphors  or  storytelling  to 
encourage  clients  to  articulate  problems  and 
solutions.  Storytelling  helps  clients  to  discuss 
issues  that  otherwise  would  raise  too  many  anx¬ 
ieties.  The  goal  of  this  approach  is  to  help  to 
reduce  client  resistance  to  change. 

Cognitive  therapies  aim  to  identify  and  modify 
thoughts  and  beliefs  that  contribute  to  drug 


abuse.  They  are  based  on  the  assumption  that 
drug  abuse  partly  stems  from  negative  emo¬ 
tional  states  that  can  be  caused  or  aggravated 
by  the  ways  in  which  the  drug  abuser  thinks 
about  him/  herself  and  the  world  in  general. 
These  therapies  require  clients  to  monitor  their 
thoughts  to  identify  those  that  are  irrational  or 
maladaptive,  and  those  associated  with  depres¬ 
sion  or  craving  for  drugs.  Therapists  then  help 
clients  to  develop  different  waysof  thinking  and 
new  positive  self-statements  (e.g.  I  am  trying 
hard  to  overcome  my  problems)  that  can  be  sub¬ 
stituted  for  previous  negative  statements  ( e.g.  I 
am  a  worth  I  ess  person).  Cognitive  therapies  that 
focus  on  relapse  situations  (see  box  on  treat¬ 
ment  effectiveness)  have  shown  good  results. 

Thought  stopping  is  another  technique  designed 
to  alter  cognitions.  Clients  are  taughtto  say,  'Stop' 
either  aloud  or  silently  whenever  they  find 
themselves  having  intrusive,  negative  thoughts. 
They  may  also  be  advised  then  to  think  about 
something  peaceful  or  relaxing. 

Central  to  the  principles  of  behavioural  therapy 
is  the  view  that  all  behaviour  is  determined  by 
its  expected  or  desired  outcome.  The  underly¬ 
ing  assumption  is  that  learning  processes  play 
an  important  role  in  the  development  and  con¬ 
tinuation  of  abuse  and  dependence83.  These 
therapies  have  specific  objectives  of  altering 
the  outcome  and  expectancies  of  drug-related 
behaviours  through  the  development  of  coping 
strategies  which  will  then  allow  positive  rein¬ 
forcement  to  arrive  from  non-drug-related 
activities.  A  very  simple  example  would  be  for 
an  individual  whose  reaction  to  stress  was  to 
use  drugs,  a  behaviourial  intervention  that  seeks 
to  encourage  an  alternative  rewarding  behaviour. 
As  indicated  in  Box  2D,  several  psychological 
treatments  incorporating  behavioural  tech¬ 
niques  have  shown  encouraging  results  in  the 
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treatment  of  dependence  on  different  substances. 
Often  in  practice  behaviourial  therapy  is  com¬ 
bined  with  cognitive  approaches.  For  example, 
typically  relapse  prevention  interventions  com¬ 
bine  both  behaviourial  and  cognitive  elements. 
Some  types  of  marital/ family  therapy  also  use 
behavioural  principles  and  family  members  are 
taught  how  to  reward  appropriate  forms  of 
behaviour  and  to  avoid  others  which  reinforce 
or  facilitate  drug  abuse  and  other  inappropri¬ 
ate  activities. 

Alterations  of  environmental  contingencies  are 
central  to  community  reinforcement  treatment. 
This  has  proved  successful  in  the  treatment  of 
alcoholism,  and  has  shown  promising  results  in 
several  of  the  programmes  for  drug  abusers 
described  in  recent  reviews  by  N I  DA.84  In  these 
programmes,  therapists  and  clients  seek  to 
involve  family  members  (sometimes  employers 
and  other  agencies)  in  agreements  to  reward 
clients  for  abstinence  or  to  withhold  privileges 
should  they  use  drugs.  A  contingency  in  this 
sense  can  be  understood  by  the  following  exam¬ 
ple:  when  an  individual  demonstrates  a  positive 
behaviourial  change,  such  as  providing  a  drug 
clean  urine  sample  at  a  drug  treatment  center, 
theyarethen  rewarded  forthisin  some  way, for 
example  with  a  food  voucher  -  the  reward  is 


therefore  contingent  upon  the  positive  behav¬ 
ioural  change.  Employers  may,  for  example, 
agree  to  provide  random  drug  testing  for 
clients  who  have  had  drug  problems,  and  to 
sanction  those  who  test  positive.  Families  may 
also  be  asked  not  to  contest  criminal  sanctions 
against  members  arrested  for  drug-related 
offences.  Arrangements  for  the  use  of  positive 
contingencies  can  also  be  made.  For  example, 
therapists  may  ask  family  members  to  support 
abstinent  clients  in  their  efforts  to  return  to 
work  and  reintegrate  into  the  community.85 

Some  interventions  focus  specifically  on  the 
circumstances  of  drug  use.  They  may  simply 
provide  advice  about  ways  of  avoiding  these  sit¬ 
uations  or  else  focus  on  alternative  uses  of 
leisure  time.  Two  'named'  interventions  of  this 
type  are  self-control  training  and  drug  refusal 
training.  The  first  involves  self-monitoring  of 
urges  to  take  drugs,  setting  goals  for  drug  use 
(abstinenceor  limited  use),  developing  self-ini¬ 
tiated  rewards  for  meeting  these  goals  (e.g., 
using  money  saved  to  purchase  goods)  and  the 
analysis  of  high  risk  situations.  Drug  refusal  train¬ 
ing  involves  teaching  clients  how  to  say  'no'  to 
drugs.  Often  role  playing  is  used,  whereby 
clients  practice  establishing  eye  contact  and 
using  appropriate  body  language  and  words  to 
indicate  that  they  do  not  wish  to  take  drugs, 
and  which  help  them  to  avoid  being  pressured 
to  do  so. 

Cue  exposure  is  a  form  of  counter-conditioning. 
Clients  are  helped  to  identify  the  internal  and 
external  cues  that  trigger  the  desire  for  drugs  - 
for  example,  certain  thoughts  and  feelings, 
sights,  sounds  or  smells.  Clients  develop  a  hier¬ 
archy  of  cues  ranging  from  the  lowest  to  highest 
capacity  to  excite  cravings.  Theyarethen  taught 
how  to  achieve  a  state  of  deep  relaxation,  and 
are  exposed  to  the  cues  in  ascending  order  of 
powerfulness.  Once  clients  are  able  to  remain 
calm  in  the  presence  of  a  cue  that  previously 
induced  anxiety,  the  therapist  introduces  a  cue 
further  up  the  hierarchy.  Gradually  clients  learn 
to  remain  calm  in  the  presence  of  all  cues,  and 
can  transfer  this  ability  to  real-life  situations. 
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M  any  treatment  programmes  include  some 
kind  of  educational  component.  There  is,  how¬ 
ever,  little  evidence  that  education  parsereduces 
drug  abuse  among  experienced  drug  users.  A 
form  of  education  known  as  bibliotherapy  has 
been  used  with  some  success  with  early-stage 
problem  drinkers.  It  involves  the  use  of  written 
self-help  materials  that  give  concrete  advice 
about  changing  substance  use  and  related 
habits.86  Sometimes  this  is  supplementary  to 
therapist-led  treatment. 

Therapeutic  communities 

Therapeutic  communities  are  nowadays  found 
in  a  number  of  countries.  Local  traditions  and 
cultures  have  influenced  their  development. 
Therapeutic  communities  aim  to  change  the 
negative  patterns  of  behaviour  and  feelings 
that  are  assumed  to  underlie  drug  abuse.  In 
order  to  achieve  this,  they  encourage  socializa¬ 
tion  within  a  highly  structured  environment 
which  rewards  honesty,  trust  and  self-help  and 
discourages  negative  thoughts  and  behaviours. 
Componentscommon  to  most  therapeutic  com¬ 
munities  are  (1)  consistently  reinforced  expec- 
tationsof  certain  typesof  behaviour  (2)  increased 
responsibilities  and  privileges  contingent  on 
appropriate  behaviours  (3)  social  learning  and 
role-modelling  processes,  including  peer  pres¬ 
sure  to  participate  in  behaviour  that  expresses 
positive  values  such  as  acceptance  of  a  non-vio¬ 
lent,  drug-free  life  and  the  healing  power  of  the 
community.  Increasingly,  therapeutic  communi- 
ties  also  help  clients  to  improve  their  educational 
and  employment  skills,  and  some  have  onsite 
programmes  where  these  can  be  acquired. 

Originally,  therapeutic  communities  required 
residents  to  stayfor  lengthy  periods,  and  in  some 
cases,  long-stay  residents  were  recruited  as  staff 
members  or  encouraged  to  help  found  new 
communities.  Currently,  therapeutic  communi¬ 
ties  differ  widely  with  respect  to  their  required 
length  of  stay.  Someonlyrequirea  short  period 
of  residence  followed  by  a  lengthy  period  of 
day  or  outpatient  treatment.  Research  though 
suggests  that  longer  stays  are  associated  with 
better  outcomes.87 


Therapeutic  communities  sometimes  include 
family  programmes  and  programmes  for  women, 
adolescents,  people  with  HIV  and  other  special 
populations.  Some  mainly  serve  people  from  the 
correctional  system.  Manyprogrammesin  prisons 
are  based  on  therapeutic  community  principles. 

Traditional  healing 

Traditional  healing  involves  the  use  of  ‘non¬ 
orthodox  practices  based  on  indigenous  cul¬ 
tural  treatment  which  operate  outside  official 
healthcare  systems'. 88  These  are  often  based  on 
Islamic,  Buddhist,  Hindu  and  other  religious 
beliefs  and  healing  traditions,  and  are  particu¬ 
larly  widespread  in  Africa  and  Asia.  However, 
programmes  that  incorporate  beliefs  and  prac¬ 
tices  of  indigenous  peoples  have  also  been 
developed  in  North  and  South  America,  Aus¬ 
tralia  and  New  Zealand,  which  clearly  shows 
that  there  is  not  only  a  North-South  know-how 
transfer  but  also  a  South-North  and  a  South- 
South  transfer  of  knowledge  of  how  to  deal 
with  problemsof  drug  addiction.  Common  ele¬ 
ments  in  these  programmes  are: 

•  Ritual  and  other  ceremonies  conducted  by 
traditional  healerswho  perform  incantations 
and  invocations,  and  make  use  of  sacred 
objects  and  images; 

•  Cleansing  rituals; 

•  Confessions,  pledges  and  sacrifices,  and  var¬ 
ious  forms  of  catharsis,  or  purging. 

Drug  abusers,  their  families  and  other  mem¬ 
bers  of  the  community  are  frequently  invited  to 
participate  in  healing  ceremonies,  which  is  to 
strengthen  the  will  of  the  drug  dependent 
person  to  overcome  hisor  her  addiction  and  to 
facilitate  social  reintegration  thereafter.  In 
many  developing  countries,  traditional  healing 
is  the  only  source  of  help  available  for  drug 
abuse.  Elsewhere,  traditional  and  modern  health 
services  coexist  and  cooperate  to  a  greater  or 
lesser  extent.  In  North  America,  for  example, 
traditional  native  healing  practices  such  as 
sweat  lodges  and  sweet-grass  ceremonies  are 
sometimes  used  in  programmes  that  also  pro¬ 
vide  professional  counselling. 
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Most  traditional  healing  programmes  have  not 
been  rigorously  evaluated  but  there  is  much 
anecdotal  evidence  that  they  are  helpful  in  many 
cases.  Buddhist  treatment  centres  in  Thailand 
have  been  shown  to  have  post-discharge  absti¬ 
nence  rates  comparable  to  those  for  modern 
medical  institutions.89  Experimental  studies 
have  shown  that  the  herbal  medicines  used  to 
treat  addicts  in  Malaysia  effectively  reduce  the 
craving  for  opiates.90 

The  major  advantages  of  traditional  healing 
methods  are  their  low  cost  and  high  levels  of 
acceptability.  From  the  perspective  of  health 
care  service  planning  and  development,  how¬ 
ever,  they  are  often  secretive  and  difficult  to 
regulate.  Some  procedures  and  remedies  used 
in  traditional  healing  practices  may  even  have 
potentially  harmful  effects.  However,  experi¬ 
ence  shows  that  traditional  healers  and  profes¬ 
sionals  can  work  together.  Traditional  healers 
are  willing  to  share  information  with  and  take 
advice  from  professionalswho  showdue  respect 
for  their  beliefs.  Descriptions  of  a  number  of 
traditional  treatment  methods  were  provided 
in  UNDCP's  1997  World  Drug  Report. 


2.3.3.  SOCIAL  REINTEGRATION 
AND  AFTERCARE 

One  of  the  most  critical  phases  for  ultimate 
success  of  treatment  is  the  phase  of  social  re¬ 
integration.  Former  addicts  often  face  severe 
problems  of  adaption  when  moving  from  the 
protected  and  we  1 1 -structured  environment  of 
a  therapeutic  community,  back  to  'normal  life'. 
There  isa  considerable  risk  that,  facing  a  number 
of  frustrations  in  the  reintegration  process, 
they  will  eventually  search  for  their  old  friends 
and  acquaintances  in  the  drug  scene.  Drug 
abusers  engaged  in  a  treatment  process  usually 
need  help,  not  only  to  acquire  social  and  voca¬ 
tional  skills  to  be  better  prepared  for  the  life 
outside,  but  to  establish  or  re-establish  links 
with  the  community  and  to  find  accommoda¬ 
tion  and  employment.  Case  managers  can  play 
an  important  role  in  this  process  and,  where 


appropriate,  they  can  assist  clients  in  gaining 
access  to  appropriate  services  and  programmes 
such  as  welfare,  housing  allowances  and  job 
training.  Some  programmes  have  alumni  asso¬ 
ciations  that  assist  discharged  clients  to  estab¬ 
lish  themselves  in  the  community,  and  these 
will  draw  on  family  members  and  friends  to 
help  in  the  process  where  possible. 

Aftercare  i  s  u su  al  I  y  u  n  d ersto od  as  a  p h  ase  of  treat- 
ment  that  follows  completion  of  a  time-limited 
programme.  The  objective  isto  prevent  relapse 
and  to  improve  social  and  psychological  func¬ 
tioning.  In  practice,  aftercare  ranges  from  the 
occasional  telephone  contact  with  a  therapist 
or  case  manager  to  regular  individual  or  group 
meetings.  Many  programmes  refer  clients  to 
mutual  aid  groups  for  aftercare.  A  number  of 
early  studies  have  shown  positive  relationships 
between  involvement  in  continuing  care  and 
improved  post-treatment  functioning  of  people 
treated  for  drug  and  alcohol  problems.91 

Mutual  aid 

Two  types  of  mutual  aid  groups  have  been  devel¬ 
oped  by  people  with  drug  problems.  The  best 
known  and  most  common  is  Narcotics  Anony¬ 
mous,  (NA)  whose  members  seek  to  overcome 
their  addiction  through  self-change.  The  other 
consists  of  networks  or  associations  of  active  drug 
users  which  assist  drug  consumers  to  reduce 
high-risk  behaviours  (e.g.,  through  informa¬ 
tion,  education  and  the  distribution  of  clean 
needles).  So  me  of  these  networks  are  involved  in 
programme  and  policy  development,  and  seek 
to  reduce  the  stigma  of  drug  dependence.  These 
groups  have  been  most  active  in  the  Nether¬ 
lands,  but  are  now  increasingly  found  in  other 
countries. 

Cocaine  Anonymous  is  similar  to  Narcotics  An¬ 
onymous.  It  operates  mainly  in  the  United 
States  and  aims  to  support  people  in  the  attempt 
to  give  up  cocaine  abuse.  Both  Cocaine  Anony¬ 
mous  and  Narcotics  Anonymous  have  support 
groups  for  family  members.  NA  has  a  core  set 
of  beliefs  about  the  nature  of  addiction  and  the 
process  of  recovery  which  holds  that  addiction 
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is  an  incurable  disease,  but  one  which  can  be 
kept  at  bay  if  individuals  accept  their  inability 
to  control  their  drug  use  and  if  they  believe  in 
a  'higher  power'.  NA  members  are  encouraged 
to  create  a  'moral  inventory',  and  to  admit  their 
faults  to  their  higher  power  or  to  another  human 
being.  They  are  also  expected  to  make  honest 
attempts  to  overcome  their  faults  and  to  make 
amends  for  the  harm  they  have  done  to  other 
people.  There  are  over  25,000  NA  groups  world¬ 
wide  which  meet  in  over  50  countries.  In  addi¬ 
tion,  many  N  A  meetings  are  held  in  correctional 
and  treatment  facilities. 

Relationships  between  mutual  aid  groups  and 
professionals  vary.  Some  professionals  actively 
encourage  their  clients  to  attend  NA  meetings, 
while  others  take  little  interest  in  it  and  make 
few  referrals.  Major  advantages  of  mutual  aid 
groups  are  their  low  cost  and  ready  accessibil¬ 
ity.  They  offer  life  long  support  to  their  mem¬ 
bers  and  thus  may  help  to  reduce  the  risk  of 
relapse  for  those  individuals  who  remain  com¬ 
mitted  members.  NA  groups  are  quite  diverse 
and  many  professionals  emphasize  the  need  to 
encourage  drug-dependent  people  to  attend  a 
variety  of  different  groups  in  order  to  find  one 
in  which  they  feel  comfortable. 


2.3.4.  REDUCTION  OF  THE 

N  EG  ATIVE  H  EALTH  AND 
SOCIAL  CONSEQUENCES 
OF  DRUG  ABUSE 

In  some  countries  (notably  Australia,  Canada 
and  Western  Europe)  a  number  of  flexible  pro¬ 
grammes  have  been  developed  to  attract  and 
retain  a  greater  proportion  of  clients.  Low-thresh¬ 
old  programmes  are  by  definition  designed  to  be 
accessible  and  make  it  easy  for  new  and  former 
patients  to  gain  admission  or  readmission.  These 
programmes  typically  aim  at  reducing  the  adverse 
health  and  social  consequences  of  drug  abuse; 
they  may  also  sometimes  provide  drug  pre¬ 
scribing  services,  offer  problem-based  coun¬ 
selling,  primary  health  care  and  referral  to 
other  specialist  services. 


A  variety  of  non-pharmacological  programmes 
or  initiatives  to  reduce  the  health  and  social  con¬ 
sequences  of  drug  abuse  have  been  proposed 
or  developed.92  These  usually  aim  to  improve 
the  well-being  of  drug  abusers,  their  families 
and  their  communities  by  discouraging  high- 
risk  behaviours,  and  by  providing  support  and 
resources  to  promote  self-care.  They  do  not 
require  those  targeted  to  necessarily  stop  using 
drugs,  but  encourage  practices  such  as  the  use 
of  clean  needles  for  self-injection  and  the  use 
of  less  hazardous  routes  of  administration  such 
as  inhalation  rather  than  injection.  Compre¬ 
hensive  programmes  include  outreach  activities, 
peer  information  and  education,  access  to  social 
and  health  services,  referral  to  treatment,  provi¬ 
sion  of  clean  injecting  equipment  and  cleansing 
means,  condom  distribution  and  information 
about  safer  sex  and  other  lifestyle  issues. 

A  major  impetus  for  these  efforts  was  the  appear¬ 
ance  of  H  IV  infection  and  the  risks  associated 
with  needle-sharing.  The  scope  has  since  broad¬ 
ened  to  include  additional  risks  associated  with 
drug  abuse.  At  present,  initiatives  such  asneedle 
exchangesand  education  on  cleaning  injecting 
equipment  are  well  established  in  some  coun¬ 
tries,  but  remain  controversial  in  others  as  the 
authorities  in  the  latter  fear  that  the  existence 
of  such  programmes  could  be  misinterpreted 
by  potential  users  that  drug  consumption  is  a 
relatively  harmless  leisure  time  activity  as  long 
as  some  simple  rules  are  respected.  The  art,  of 
course,  isto  prevent  both  the  most  harmful  con¬ 
sequences  of  drug  abuse  and  such  potential 
misinterpretation. 


2.3.5.  THE  FUTURE  OF  TREATMENT 

The  evidence  before  us  today  indicates  that 
drug  abuse  and  dependence  are  treatable  con¬ 
ditions  if  treatment  is  available,  accessible  and 
attractive  to  drug  abusers.93  Clearly,  much  re¬ 
mains  to  be  done  to  reach  these  goals.  Treat¬ 
ment  systems  need  to  be  planned  and  developed 
in  many  parts  of  the  world  to  take  account  of 
assessed  local  needs,  the  appropriate  social 
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context  and  current  scientific  knowledge.  T reat- 
ment  services  need  to  be  broader  in  scope  and 
available  for  all  groups  in  need,  such  as  women, 
the  very  young,  those  with  coexisting  mental 
disorders,  offenders  and  prisoners.  Treatment 
options  should  be  diversified  and  coordinated 
with  other  services  in  order  to  respond  to  the 
different  needs  and  characteristics  of  drug 
abusers.  Clients'  own  perspectives  and  experi¬ 
ences  of  treatment  need  to  be  better  under¬ 
stood  and  taken  into  account  in  the  design  of 
treatment  systems.94  M  ore  research  is  needed  to 
expand  knowledge  on  appropriate  and  effec¬ 
tive  approaches  for  different  types  of  problems 
and  patients,  and  to  understand  which  compo¬ 
nents  of  treatment  work  for  them. 
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INTRODUCTION 

Today  the  possibility  of  any  sustained  eradication  of  illicit  crops  is  usually  met 
with  a  sceptical  response.  Actual  experience,  however,  belies  this  scepticism. 
There  are  many  examples  of  sustained  crop  eradication  which  should 
strengthen  our  confidence  in  what  is  known  as  alternative  development.  Since 
the  1920s,  when  an  international  drug  control  system  was  established  under 
the  rubric  of  the  League  of  Nations,  the  elimination  of  illicit  crops  has  been 
both  achieved  and  maintained  in  many  producing  countries.  At  the  beginning 
of  the  twentieth  century,  for  example,  global  production  of  opium  was  esti¬ 
mated  at  approximately  20,000  tonnes  per  year.  Today  it  is  less  than  a  third  of 
that:  global  licit  production  of  opium  is  about  1,300  tonnes  and  illicit  produc¬ 
tion  around  4,800  tonnes.  Within  this  large  global  picture,  there  is  an  even 
more  interesting  example  of  successful,  sustained  crop  elimination.  The  bulk 
of  the  20,000  tonnes  produced  annually  at  the  beginning  of  the  twentieth  cen¬ 
tury  was  produced  in  China.  Licit  opium  production  in  China  today  is  almost 
negligible,  at  about  20  tonnes,  and  illicit  cultivation  has  been  virtually  non-exis¬ 
tent  for  the  last  fifty  years.  Similarly,  once  widely  grown  in  Formosa  (now 
Taiwan,  Province  of  China)  and  Indonesia,  the  coca  bush  has  not  been  culti¬ 
vated  in  either  country  for  half  a  century. 

The  history  of  drug  control  has  many  such  examples.  Other  cases  of  success¬ 
ful  and  sustained  eradication,  to  name  a  few,  are  Iran,  Thailand,  Pakistan, 
Lebanon  and  Guatemala.  The  very  fact  that  the  elimination  of  illicit  cultiva¬ 
tion  has  been  sustained  in  these  countries  has  a  odd  result:  it  is  often  forgot¬ 
ten  that  some  of  them  were  once  major  illicit  producers  of  narcotic  drugs. 

For  example,  in  1934,  officially  reported  world  production  of  opium  was 
7,023  tonnes.  Of  this,  China  produced  83%,  Iran  7%,  India  5%  and  Turkey 
2%.  Though  Chinese  production  decreased  over  the  next  two  decades,  it  was 
still  substantial  in  1949.  Between  1950  and  1952,  the  new  People's  Republic 
of  China  instituted  a  massive  campaign  to  extinguish  opium  production  and 
consumption.  By  1952,  China  was  considered  to  be  virtually  drug-free. 
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Similar  successes  were  achieved  in  India  in  the 
middle  of  the  twentieth  century.  In  1949,  the 
newly  independent  state  of  India  drew  up  a  ten 
year  plan  to  prohibit  the  non-medical  use  of 
opium.  In  1950,  the  cultivation  and  manufacture 
of  opium  throughout  the  country  was  brought 
entirely  under  government  supervision  and  con¬ 
trol.  By  1954,  production  had  decreased,  prices 
increased,  and  consumption  was  down  by  45%. 
The  end  of  the  decade  saw  the  achievement  of  a 
total  prohibition  on  the  sale  of  opium.  There¬ 
after  the  government  supervised  control  system 
was  further  rationalized,  in  accordance  with 
international  obligations.  Today,  India  is  the 
world's  largest  producer  of  licit  opium  for  medi¬ 
cal  purposes.  It  also  has  in  place  a  control  system 
which  prevents  any  significant  diversion  of  this 
licit  opium  into  illicit  markets. 

Illicit  cultivation  has  also  been  successfully  elimi¬ 
nated  in  Iran.  By  the  law  of  30  October  1955, 
opium  production  and  consumption  were  pro¬ 
hibited  in  thecountry.  In  1969,  however,  pressure 
from  influential  landowners  and  farmers  led  to 
the  law  being  rescinded.  A  decade  later,  the 
Islamic  revolution  of  1979  brought  a  total  prohi¬ 
bition  on  opium  poppy  cultivation.  For  more 
than  20  years,  this  has  been  maintained  and  today 
there  is  no  opium  poppy  cultivation  in  Iran. 


In  Turkey,  illicit  cultivation  emerged  as  a  major 
problem  only  in  the  1960s.  Clandestine  exports 
of  heroin  to  Europe  and  the  U  SA  became  a  seri¬ 
ous  problem,  leading  to  the  complete  transfor¬ 
mation  of  illicit  cultivation  into  strictly  controlled 
licit  cultivation.  This  was  achieved  in  the  1970s 
by  means  of  the  government's  firm  commitment 
and  resolute  policy,  supported  by  the  United 
Nations  and  the  U  .S.A.  The  initiation  of  con¬ 
trolled  cultivation  was  accompanied  by  rigorous 
law  enforcement  action  to  ensure  the  elimina¬ 
tion  of  illicit  cultivation  by  farmers.  The  success 
of  these  actions  has  been  maintained;  in  Turkey 
no  illicit  cultivation  takes  place  today. 

Past  experience  demonstrates  that  although 
elimination  of  illicit  cultivation  may  be  difficult 
to  achieve  and  sustain,  it  is  by  no  means  impos¬ 
sible.  It  does,  however,  require  a  number  of  pre¬ 
requisites.  These  include  resolute  political 
commitment  from  the  government  and  from 
bilateral  and  multilateral  partners  working 
together  within  the  framework  of  the  interna¬ 
tional  drug  control  system.  Effective  sovereignty 
over  the  areas  of  illicit  cultivation  is  also  a  pre¬ 
requisite.  In  all  four  of  the  cases  noted  above, 
elimination  was  achieved  and  sustained  because 
governments  were  able  to  exercise  control  over 
the  areas  where  illicit  crops  were  grown. 

Today,  the  situation  is  different,  and  the  majority 
of  illicit  crops  are  grown  in  different  circum¬ 
stances.  This  cultivation  puts  parts  of  the  rural 
population  into  an  extremely  precarious  and 
insecure  situation.  Because  of  their  geographical 
remoteness  or  because  of  political  instability  or 
civil  war,  there  is  often  a  lack  of  effective  govern¬ 
ment  control  in  the  illicit  crop  producing  areas. 
Since  these  marginal  areas  are  frequently  outside 
the  control  of  the  national  government,  the 
people  living  there  have  little  or  no  access  to 
even  the  most  basic  of  services,  such  as  educa¬ 
tion,  sanitation  and  healthcare,  which  are  nor¬ 
mally  provided  by  the  government.  Communities 
also  may  find  themselves  in  the  very  vulnerable 
situation  of  being  outside  the  protection  of  the 
law,  either  because  of  the  lack  of  government 
control  or  because  they  make  a  necessary 
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economic  decision  to  remove  themselves  from 
the  rule  of  law  in  order  to  engage  in  an  illicit 
acti  vi  ty.  0  n  ce  o  u  tsi  d  e  th  e  r  u  I  e  of  I  aw,  th  ey  beco  m  e 
vulnerableto  exploitation  by  criminal  groupsand 
lose  some  of  their  most  basic  human  rights. 

These  differences  are  now  better  understood 
and  appreciated.  Since  the  late  1960s  and  early 
1970s  there  has  been  a  growing  recognition  in 
the  international  community  that  the  pro¬ 
grammes  designed  to  eliminate  illicit  cultivation 
can  onlybe sustained  if  theyrespond  to  thecom- 
plex  factors  which  lead  to  the  peasant  house- 
hold'sdecision  to  engage  in  an  illicit  activity  and 
grow  an  illicit  crop  in  the  first  place. 

Based  upon  the  recognition  that  economic 
necessity  often  plays  a  key  role  in  the  decision 
to  cultivate  illicit  crops,  there  is  now  a  consen¬ 
sus  in  the  international  community  that  the 
economic  reliance  on  narcotic  crop  cultivation 
can  onlybe  removed  when  viable,  sustainable 
income-generating  alternatives  are  available  in 
in  the  legal  sector.  "Alternative  development" 
has  been  the  method  used  by  the  United 
Nations  to  achieve  this  objective  since  the  late 
1970s.  In  practice,  alternative  development  is 
simply  the  implementation  of  a  coordinated  set 
of  programmes  with  the  intended  objective  of 
addressing  the  factors  which  are  at  the  heart  of 
the  drug  problem.  Emphasizing  human  devel¬ 
opment,  the  security  of  the  individual  and  the 
community,  rural  agricultural  and  industrial 
development,  these  programmes  are  intended 
to  achieve  not  only  a  viable  eradication  of  nar¬ 
cotic  crops  in  the  near  term,  but  to  sustain  the 
elimination  of  these  crops  and  the  violence 
and  insecurity  that  are  almost  always  attendant 
to  their  cultivation. 


3.1  THE  INTERNATIONAL  LEGAL 
FRAMEWORK 

In  1961,  the  first  international  agreement  with 
binding  force  and  direct  reference  to  the  prob¬ 
lem  of  illicit  drug  cultivation  was  adopted.  The 
1961  Convention  on  Narcotic  Drugs,  consoli¬ 


dated  most  of  the  earlier  international  instru¬ 
ments  in  drug  control.  It  entered  into  force  on 
13  December  1964,  and  was  amended  by  the 
1972  Protocol.  The  United  Nations  had  three 
objectives  in  adopting  the  Single  Convention. 
First,  the  convention  was  meant  to  codify  all 
existing  multilateral  treaty  laws  in  this  field  as  a 
primarygoal.  The  new  treaty  also  simplified  and 
streamlined  the  control  machinery,  another 
important  step  in  enhancing  the  potential 
impact  of  the  international  community's  efforts. 
The  third  goal  was  to  extend  the  international 
control  system  then  in  place  to  include  the  cul¬ 
tivation  of  plants  that  were  grown  as  the  raw 
material  of  natural  narcotic  drugs.  In  this 
regard,  the  1961  Convention  had  immediate 
legislative  ramifications  for  State  Parties  where 
illicit  crop  cultivation  was  taking  place.  It  placed 
a  specific  obligation  on  states  to  limit  produc¬ 
tion  of  narcotic  plants exclusivelyto  theamount 
needed  for  medical  and  scientific  purposes.  It 
also  prohibited  the  use  of  the  cannabis  plant  for 
any  non-medical  purposes. 

The  1972  Protocol,  which  amended  the  Single 
Convention,  came  into  force  on  8  August 
1975.  It  underscored  the  necessity  for 
increasing  efforts  to  prevent  illicit  production 
of,  traffic  in  and  use  of  narcotics.  The  Protocol 
also  strengthened  theroleof  the  International 
Narcotics  Control  Board  (INCB)  in  drug 
control  matters,  giving  it  additional  responsi¬ 
bility  for  ensuring  a  balance  between  supply 
and  demand  of  narcotic  drugs  for  medical  and 
scientific  purposes. 

The  key  articles  of  significance  in  the  context 
of  alternative  development  are  articles  21-28, 
which  cover  such  topics  as  the  limitation  of 
production  of  opium  (Article  21bis),  control 
of  poppy  straw  (Article  25) ,  the  control  of  coca 
leaf  and  bush  (Articles  26-27),  and  the  control 
of  cannabis  (Article  28).  Article  21bis  begins  by 
stating  that  "The  production  of  opium  by  any 
country  or  territory  shall  be  organized  and 
controlled  in  such  manner  as  to  ensure  that, 
as  far  as  possible,  the  quantity  produced  in  any 
one  year  shall  not  exceed  the  estimate  of 
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opium  to  be  produced  as  established  under 
paragraph  1  (f)  of  article  19." 

The  global  framework  intended  to  influence 
state-level  legislative  development  continued  to 
take  shape  into  the  1970s,  with  the  passage  of 
the  1971  Convention  on  Psychotropic  Sub¬ 
stances.  Until  1971,  only  the  plant-based  drugs 
had  been  subject  to  international  control. 
Growing  concern  over  the  harmful  effects  of 
psychotropic  substances,  amphetamine-type 
stimulants  and  hallucinogens  led  in  1971  to  the 
adoption  of  the  Convention.  It  came  into  force 
on  16  August  1976,  thus  reinforcing  the  inter¬ 
national  drug  control  system,  which  would 
henceforth  cover  hallucinogens,  such  as  LSD, 
stimulants  and  sedative-type  hypnotics  such  as 
barbiturates. 

An  important  milestone,  the  International 
Conference  on  Drug  Abuse  and  Illicit  Traf¬ 
ficking  (ICDAIT),  took  place  in  Vienna  from 
17-26  June  1987.  The  conference,  convened 
by  the-Secretary-General  of  the  United 
Nations,  was  attended  by  representatives  of 
138  States.  Guidelines  for  dealing  with  the 
reduction  of  illicit  supply  were  adopted  by  the 
Conference  under  the  title  A  Comprehensive 
M  ultidisciplinary  Outline  of  Future  Activities 
relevant  to  the  Problems  of  Drug  Abuse  and 
Illicit  Trafficking  (CMO).  The  CMO  suc¬ 
cinctly  describes  the  various  dimensions  of  the 
illicit  drug  problem,  and  gives  specific,  sug¬ 
gested  courses  of  action  at  the  national  level. 
Chapter  II  of  that  document  advocated  the 
reinforcement  of  measures  for  the  control  of 
illicit  drug  supply.  In  particular,  the  CMO  has 
specific  targets  on  the  "Identification  of  Illicit 
Narcotic  Plant  Cultivation,"  the  "Elimination 
of  Illicit  Plantings,"  and  the  "Redevelopment 
of  Areas  Formerly  under  Illicit  Drug  Crop 
Cultivation."  With  regard  to  the  latter,  the 
CMO  makes  the  following  suggestions  for 
national  authorities: 

The  national  authorities  concerned  could: 

(a)  Carry  out  market  surveys  followed  by  in-depth 
studies,  where  necessary,  aimed  at  identifying 


domestic  and  export  markets  for  substitute 
crops... 

(b)  Strengthen  agricultural  research  and  extension 
in  areas  growing  illicit  drug  crops  with  a  view  to 
determining  the  short-term  and  long-term 
requirements  of  any  crop  substitution  pro¬ 
grammes  envisaged... 

(c)  Develop  the  infrastructure  with  a  view  to  creat¬ 
ing  an  improved  living  environment  for  the 
farmer,  in  support  of  government  efforts  to  elim¬ 
inate  illicit  cultivation... 

The  CMO  includes  a  range  of  recommenda¬ 
tions  for  action  at  the  regional  and  interna¬ 
tional  levels  as  well.  For  example,  the  above 
group  of  recommendations  at  national  level 
are  complemented  by  suggestions  for  action  at 
the  regional  and  international  levels  which 
include:  regional  efforts  aimed  at  identifying 
areas  formerly  under  illicit  cultivation  which 
are  now  ready  for  redevelopment  (paragraph 
213);  UN-led  campaigns  aimed  at  increasing 
the  flow  of  resources  to  crop  substitution  pro¬ 
grammes  (paragraph  214);  contributions  from 
international  financing  institutions  in  support 
of  integrated  rural  development  and  in  sup¬ 
port  of  the  eradication  of  illicit  plantings  (para¬ 
graph  218). 

The  two  major  UN  conventions  of  1961  and 
1971  focused  primarily  on  the  control  of  licit 
activities,  mainly  those  related  to  the  markets 
of  controlled  substances.  In  contrast,  the  UN 
Convention  against  Illicit  Traffic  in  Narcotic 
Drugs  and  Psychotropic  Substances,  agreed  in 
1988,  deals  specifically  with  illicit  activities.  The 
convention  entered  into  force  on  11  November 
1990.  It  is  designed  to  allow  governments  the 
legal  force  to  deprive  drug  traffickers  of  ill- 
gotten  financial  gains  and  freedom  of  move¬ 
ment.  One  of  the  more  innovative  provisions  of 
the  34-article  convention  concernsthe  tracing, 
freezing  and  confiscation  of  proceeds  and 
property  derived  from  drug  trafficking.  In 
addition,  the  1988  convention  bars  all  havens 
to  drug  traffickers,  particularly  through  its 
provisions  for:  extradition  of  major  drug  traf¬ 
fickers;  mutual  legal  assistance  between  states 
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on  drug-related  investigations;  and  the  transfer 
of  proceedings  for  criminal  prosecution. 
Insofar  as  it  has  implications  for  alternative 
development,  the  convention  strengthens 
international  drug  control  by  calling  for  strict 
monitoring  of  the  chemicals  used  in  illicit  pro¬ 
duction. 

The  convention  is  unequivocal  in  itssupportfor 
eradication  effortsbut  it  also  givesdue  regard  to 
the  communities  whose  livelihood  could  be 
jeopardized.  The  convention's  most  significant 
articles  in  this  regard  begin  with  Article  14, 
which  cites  "Measures to  eradicate  illicit  cultiva¬ 
tion  of  narcotic  plants  and  to  eliminate  illicit 
demand  for  narcotic  drugs  and  psychotropic 
substances,"  which  states  that 

"Each  Party  shall  take  appropriate  measures  to 
prevent  illicit  cultivation  of  and  to  eradicate  plants 
containing  narcotic  or  psychotropic  substances,  such 
as  opium  poppy,  coca  bush  and  cannabis  plants, 
cultivated  illicitly  in  its  territory.  The  measures 
adopted  shall  respect  fundamental  human  rights  and 
shall  take  due  account  of  traditional  licit  uses,  where 
there  is  historic  evidence  of  such  use,  as  well  as  the 
protection  of  the  environment. ..The  Parties  may 
co-operate  to  increase  the  effectiveness  of  eradication 
efforts.  Such  co-operation  may,  inter  alia,  include 
support,  when  appropriate,  for  integrated  rural 
development  leading  to  economically  viable 
alternatives  to  illicit  cultivation.  Factors  such  as  access 
to  markets,  the  availability  of  resourcesand  prevailing 
socio-economic  conditions  should  be  taken  into 
account  before  such  rural  development  programmes 
are  implemented.  The  Parties  may  agree  on  any 
other  appropriate  measures  of  co-operation." 

The  UN  General  Assembly,  at  its  seventeenth 
special  session,  adopted  on  23  February  1990  a 
Political  Declaration  and  Global  Programmeof 
Action,  the  latter  setting  forth  the  actions 
which  governments  carry  out  in  fulfilling  the 
commitment  of  the  former.  The  General 
Assembly  also  proclaimed  the  period  from 
1991-2000  the  United  Nations  Decade  against 
Drug  Abuse,  a  period  which  would  thus  give 
rise  to  national,  regional  and  international 
actions  to  promote  the  implementation  of  the 


Global  Programme  of  Action.  Later  that  year, 
in  December  1990,  the  General  Assembly,  in  its 
resolution  45/  179,  established  the  UN  Inter¬ 
national  Drug  Control  Programme(UNDCP), 
thus  integrating  the  previous  institutional 
structures  and  functions  in  this  field. 


U  pper  Xienkhouang  development  project,  Laos  PDR 
©T. Haley/  UNDCP 


By  adopting  the  Political  Declaration,  Member 
States  committed  themselves  to  a  number  of 
objectives  in  reducing  illicit  supply.  For  example, 
they  urged  one  another  "to  increase  economic 
and  technical  cooperation  to  developing  coun¬ 
tries  and  to  facilitate  trade  flows  in  support  of 
viable  alternative  income  schemes,  such  as  crop- 
substitution  programmes,  by  means  of  integrated 
rural  development  strategies,  including  facilita¬ 
tion  of  appropriate  efficient  marketing  and 
sound  economic  policies,  so  as  to  eliminate  illicit 
cultivation  and  production  of  narcotic  drugs."  I  n 
the  Global  Programme  of  Action,  the  General 
Assembly  outlined  an  extensive  range  of  mea¬ 
sures  with  which  they  would  pursue  the  objec¬ 
tives  set  out  in  the  Declaration.  One  set  of 
measures  focuses  on  eradication  and  substitution 
of  illicit  production  of  narcotic  drugs. 

As  of  O  ctober  2000,  a  total  of  171  States  were  par- 
tiesto  the  Single  Convention  on  Narcotic  Drugs 
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of  1961  or  parties  to  that  Convention  as  amended 
by  the  1972  Protocol.  With  regard  to  the  1971 
Convention,  164  States  were  parties.  No  fewer 
than  156  States  were  parties  to  the  United 
Nations  Convention  against  Illicit  Traffic  in  Nar¬ 
cotic  Drugs  and  Psychotropic  Substancesof  1988. 

It  is  clear  that  with  the  passing  of  time,  the  nor¬ 
mative  influence  of  international  agreements, 
many  drafted  under  the  auspices  of  the  U  N 
system,  has  grown.  One  authority  has  recently 
written  that  national  drug  policies  "are  the 
outgrowth  and  the  legal  follow-on  to  a  system 
of  international  control  of  drugs  which  was 
established  in  the  early  years  of  the  present 
[twentieth]  century.  This  was  one  of  the  earliest 
examples  of  an  international  legal  system  as  dis¬ 
tinct  from  the  general  spirit  of  international 
cooperation  in  many  health  areas  (alcohol,  for 
example)  which  marked  the  end  of  the  19th  and 
beginning  of  the  20th  centuries."1 


been  implementing  alternative  development 
programmes  for  many  years,  it  was  not  until  the 
General  Assembly  special  session  of  1998  that 
the  pluralistic  approach  to  illicit  crop  reduction 
by  means  of  alternative  development,  law 
enforcement  and  eradication  received  formal 
endorsement  in  the  form  of  a  resolution.  The 
Action  Plan  on  eradication  and  alternative 
development  adopted  at  the  session2  was  signif¬ 
icant  in  several  respects.  First,  governments 
demonstrated  an  apparently  genuine  commit¬ 
ment  and  willingness  to  design  time-bound 
strategies  for  the  elimination  or  significant 
reduction  of  illicit  crops.  Secondly,  governments 
highlighted  the  importance  of  monitoring 
mechanisms,  considered  to  be  indispensable  to 
assess  the  extent  of  and  the  trends  in  illicit  cul¬ 
tivation.  Finally,  the  action  plan  approved  by 
UNGASS  cal  Is  for  specific  action  in  theareasof 
economic  and  social  development,  to  support 
the  elimination  of  illicit  cultivation. 


Theevolution  of  the  international  drug  control 
system  took  a  major  step  forward  in  June  1998, 
with  the  convening  of  the  UN  General  Assem- 
biystwentieth  special  session  (U  NGASS)  on  the 
international  drug  problem.  Although  U  N  DCP, 
together  with  local  and  regional  partners,  has 


Crop  monitoring 
©UN  DCP 


A  prerequisite  for  being  able  to  monitor  crop 
reduction  and  eradication  levels  is,  naturally, 
the  existence  of  instruments  to  measure  these, 
but  to  date,  no  international  mechanism  for 
thecollection  and  analysis  of  data  on  illicit  nar¬ 
cotic  crops  has  been  available.  Ideally,  moni¬ 
toring  of  illicit  crop  cultivation  is  done  by 
means  of  four  basic  survey  methodologies, 
used  in  combination  where  appropriate 
-  ground  surveys,  rapid  assessment  techniques, 
aerial  surveys  and  satellite  monitoring.  The 
Action  Plan  points  out  that,  despite  'valiant 
efforts'  by  States  to  eliminate  illicit  cultivation, 
[..]  the  potential  of  such  efforts  has  not  been  fully 
exploited  because  of  insufficient  information  and 
cooperation  at  policy  and  operational  levels.  [..] 
Governments  in  the  producing  areas  should 
design  efficient  and  accurate  monitoring  and  ver¬ 
ification  mechanisms  using  the  most  efficient, 
cost-effective  and  accessible  data  collection  meth¬ 
ods  available.  [..]  Governments  should  imple¬ 
ment  follow-up  and  evaluation  systems  that  will 
enablethem  to  monitor  the  qualitative  and  quan¬ 
titative  impact  of  alternative  development 
programmes.  [..]  Governments  should  share 
information  on  illicit  drug  crop  assessment  with 
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UNDCP  and  reciprocally  with  other  Govern¬ 
ments  in  order  to  increase  cooperation  to  elimi¬ 
nate  such  cultivation.  Assessments  should  also 
include  information  about  the  causes  and  effects 
of  narcotics  production,  including  linkages  to 
other  development  problems. 

In  response  to  this,  UNDCP  has  developed  an 
International  Crop  Monitoring  Programme 
(ICMP).  It  aims  to  have  all  elements  of  the 
monitoring  system  functioning  by  2001,  and 
thus  to  have  benchmarks  by  which  to  measure 
progress  in  2008. 

In  the  aftermath  of  the  special  session,  Bolivia, 
Peru  and  Colombia  each  formulated  "business 
plans"  that  combine  illicit  crop  eradication 
with  a  full  range  of  alternative  development 
measures.  Collectively,  the  three  plans  involve 
15  projects  calling  for  investments  essential  to 
achieving  alternative  development  goals:  to 
generate  agro-industries  with  proven  markets, 
producing  cash  and  food  crops,  wood  pulp, 
timber  and  livestock;  and,  accompanied  by  the 
necessary  infrastructure  development  and 
training,  to  modernize  existing  producers' 
associations.  The  projects  attach  much  impor¬ 
tance  to  the  effective  promotion  of  competitive 
business  practices  in  production  and  market¬ 
ing  as  well  as  to  environmental  protection. 


3.  2  MOVING  TOWARD  ALTERNA¬ 
TIVE  DEVELOPMENT  AS  A  DRUG 
CONTROL  STRATEGY 

Many  differences  remain  among  the  various 
national  approaches  to  reducing  illicit  supply; 
this  divergence  is  due  to  different  nuances  of 
the  supply  problem,  varying  rates  of  policy 
adaptation  at  the  national  level,  as  well  as  the 
conditions  which  are  unique  to  each  major 
producing  country. 

One  reason  for  the  diversity  in  country-level 
approaches  to  reducing  illicit  supply  is  that 
alternative  development  has  itself  undergone 
various  stages  of  technical  refinement  and 


experimentation  throughout  the  past  four 
decades.  Only  in  recent  years  has  the  approach 
reached  a  state  of  universal  acceptance. 

In  the  1960s,  growing  recognition  that  heroin 
consumption  was  posing  a  major  problem  com¬ 
pelled  governments  to  begin  considering  new 
ways  to  reduce  the  supply  of  the  raw  materials 
for  illicit  drug  production,  in  this  case,  opium 
poppy.  Thus,  drug  control  authorities  consid¬ 
ered  introducing  development-oriented  mea¬ 
sures  into  the  range  of  technical  options  for 
reducing  the  illicit  supply  of  opium. 

As  described  in  the  previous  section,  in  1961a 
key  international  agreement  with  binding 
force  and  direct  reference  to  the  problem  of 
illicit  drug  cultivation  was  adopted.  The  1961 
Convention  on  Narcotic  Drugs  codified  States' 
obligations  to  eliminate  illicit  cultivation  of 
drug  crops  irrespective  of  economic  and  social 
conditionsand  style  of  governance.  It  was  clear 
at  the  outset  that  fulfilling  this  obligation 
would  depend  on  the  ability  of  State  Parties  to 
extend  the  reach  of  legal  controls  into  cultiva¬ 
tion  sites,  which  were  invariably  located  in 
detached,  rural  areas. 

With  the  passing  of  time,  countries  such  as 
Turkey  Iran,  and  India  succeeded  in  eliminat¬ 
ing  illicit  cultivation.  Their  success,  however, 
created  a  vacuum  in  the  global  supply  of  opi¬ 
ates,  with  one  result  being  an  increase  in  pro¬ 
duction  in  two  developing  countries  which  had 
hitherto  played  a  relativelyminor  role  in  global 
drug  supply:  Afghanistan  and  Pakistan.  It  was 
clear  that  of  the  various  incentives  which 
underpinned  illicit  production,  the  profit 
motive  played  an  important  role  in  fuelling  the 
outward  expansion  of  the  drug  trade.  This 
dynamic,  with  reductions  in  some  countries 
triggering  increases  in  others,  focused  further 
attention  on  the  need  to  situate  drug  control 
efforts  in  the  broader  realm  of  economics  and 
development. 

Itisinthiscon  text  sign  ificant  that  the  1970salso 
witnessed  the  emergence  of  refreshing  new 
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perspectives  in  development  theory.  There  was 
a  widely  supported  global  campaign  to  bring 
about  a  "New  International  Economic  Order" 
which  would  presumably  right  the  economic 
wrongs  that  had  defined  North-South  relations 
throughout  the  twentieth  century.  Support  for 
the  NIEO  turned  out  to  be  short-lived  but  the 
movement  did  succeed  in  focusing  attention  on 
the  grievances  of  developing  countries  which 
had  too  often  been  seen  solely  as  sources  of  raw 
materials  and  cheap  labour.  The  interests  and 
needs  of  developing  countries  themselves  would 
subsequently  always  be  seen  differently  in  the 
eyes  of  the  international  donor  community. 


T raining  in  agro  forestry,  Bolivia 
©UNDCP 


In  the  UN  system,  the  new  perspective  led  to 
tangible  results  in  1971,  in  the  establishment 
of  what  would  thereafter  act  as  the  leading 
proponent  of  a  more  development-oriented 
approach  in  supply  reduction,  the  UN  Fund 
for  Drug  Abuse  Control  (U  NFDAC).  Reminis¬ 
cent  of  the  powerful  political  impetus  that 
gave  rise  to  the  Shanghai  commission  more 
than  half  a  century  earlier,  public  awareness 
had  once  again  played  a  key  role  in  the  cre¬ 
ation  of  U NFDAC. 

The  first  U NFDAC  crop  substitution  project 
targeting  poppy  cultivation  began  in  Thailand 


in  1971.  It  was  followed  by  similar  projects  in 
other  growing  areas  in  Thailand,  Myanmar 
and  Pakistan.  These  projects  had  several  objec¬ 
tives  in  common:  first  and  foremost,  they  all 
sought  to  mitigate  the  economic  appeal  of 
drug  crops  by  making  other  crops,  in  the  licit 
sector,  morefinanciallyrewarding.  Byfocusing 
on  small-scale  production  sites,  success  could 
more  easily  be  assured.  Once  entrenched  in 
the  immediate  production  site,  the  logic  went, 
the  newly  introduced  economic  activities  and 
products  could  then  spread  to  adjoining  grow¬ 
ing  areas,  eventually  covering,  and  replacing 
the  entire  zone  of  illicit  cultivation.  The  areas 
for  which  this  approach  was  deemed  appro¬ 
priate  were  traditional  growing  areas,  where 
communities  were  earning  bare  minimum 
subsistence  wages  for  their  efforts. 

Thailand  provides  a  good  example  of  this.  For 
over  700  years,  Thailand  and  its  predecessor  the 
Kingdom  of  Siam,  had  been  cultivating  and 
periodically  banning  opium  and  its  non-medi¬ 
cal  use.3  While  the  country  brought  its  national 
legislation  and  mechanisms  consistently  into 
line  with  thedeveloping  international  drug  con¬ 
trol  system,  efforts  at  control  were  made  increas¬ 
ingly  difficult  by  a  concentration  of  production 
in  geographically  remote  areas  in  the  Burmese 
and  Thai  hills.  While  the  Government  moved 
quickly  to  control  this  concentration  of  cultiva¬ 
tion,  it  soon  realized  that  its  geographical 
remoteness  and  political  complexity  required  a 
more  holistic  approach.  The  Government's 
commitment  was  strengthened  by  the  fact  that 
opium  addiction  was  increasingly  spreading  out¬ 
side  of  this  relatively  contained  area  and  into 
the  cities.  What  had  previously  been  considered 
a  problem  of  selected  ethnic  minorities  based  in 
these  remote  hills  was,  by  the  1960s  becoming 
entrenched  in  the  mainstream  population, 
which  included  students  and  urban  youth.  The 
Government  thus  commited  itself  to  an  innova¬ 
tive  set  of  integrated  rural  development  pro¬ 
grammes.4  Cultivation  then  declined  from 
approximately  12,000  hectares  (ha)  in  1961- 
1962  to  about  3,000ha  in  1987.  Cultivation  in 
Thailand  currently  is  a  mere  700ha.5 
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There  was  the  question  of  which  crops  could 
serve  as  viable  alternatives;  if  the  legal  crops 
were  so  appealing,  why  hadn't  the  rural 
producers  opted  for  them  in  the  first 
place?  During  the  second  half  of  the  1970s, 
governments  together  with  drug  control  spe¬ 
cialists,  agronomists,  and  development  experts 
went  about  seeking  answers  to  this  question. 
Several  plant  species  likely  to  be  successful  as 
substitute  crops  were  identified  on  the  basis  of 
their  suitability  to  soil  and  climatic  conditions 
and  the  feasibility  of  introducing  them  into 
these  opium  growing  areas.  It  turned  out  that 
the  near-total  isolation  of  the  peasant  commu¬ 
nities  was  the  main  obstacle  to  introduction  of 
alternative  crops.  First  of  all,  in  physical  terms, 
isolation  made  the  transportation  of  perishable 
produce  to  markets  impossible.  Also,  isolation 
was  significant  in  terms  of  impeding  commu¬ 
nication  with  other  farming  communities. 
Many  of  the  illicit  crop-  producing  communi¬ 
ties  were  in  effect  cut  off  from  outside  infor¬ 
mation  sources  that  could  have  called  attention 
to  other  options.  With  improved  access  to 


markets  and  a  greater  range  of  crop  selection, 
substitution  efforts  in  Northern  Thailand  have 
demonstrated  that  farmers'  annual  earnings 
can  be  increased  considerably  by  replacing 
opium  with  cabbage,  tomatoes,  potatoes  or 
apricot  (seeTable  1).  In  Ucayali,  Peru,  palm  oil 
has  been  found  to  be  50%  more  profitable 
than  coca.  In  South  West  Asia,  including 
Afghanistan,  alternative  crops  now  range  from 
wheat  to  onions,  cumin,  saffron,  and  various 
fruits.  In  Laos,  income  from  coffee,  chili  and 
sericulture  exceeds  income  from  opium.  On  a 
per  hectare  basis  in  1995,  coffee  exceeded 
opium  by  almost  300%  and  chili  exceeded 
opium  by  370%  in  income. 

In  the  1970s,  however,  there  was  considerable 
learning  still  to  be  done  before  this  discovery 
process  led  to  the  identification  of  economi- 
cally-competitive  crops  in  the  licit  sector.  It 
soon  became  clear,  in  any  case,  that  focusing 
solely  on  the  crops  was,  in  itself,  insufficient. 
Modern-day  concepts  such  as  marketing,  as 
well  as  technical  advances  in  the  area  of  food 


Table  1:  Comparison  of  income/ha  for  different  crops  as  a  percentage  of  gross  income/ha  for 
opium,  Thailand,  1992-1993  (gross  income  for  opium  =  100  per  cent) 


Product 

G  ross  income/  ha  as  %  of 
opium  gross  income/  ha 

Net  income/  ha  a>  as  %  of 
opium  gross  income/  ha 

Opium 

100 

67 

Red  kidney  beans 

17 

10 

Upland  rice  b> 

11 

10 

Maize  (improved) 

17 

16 

Red  cabbage 

180 

150 

Lettuce 

86 

66 

Tomatoes 

240 

166 

Potatoes 

400 

250 

Coffee  Arabica  c> 

64 

44 

Japanese  apricot  ( 

rain  fed)  d>  400 

390 

Sources:  Office  of  the  Narcotics  Control  Board  (ONCB),  Thailand;  Thai-German  H  ighland  Development  Project 

a)  Difference  between  gross  and  net  income  includes  costs  for  labour,  fertilizer,  etc. 

b)  For  crop  year  1991-1992 

c)  2  years  to  maturity 

d)  5  years  to  maturity 
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processing,  had  yet  to  trickle  down  to  the  rural 
peasant  communities;  in  a  sense,  time  had  left 
the  illicit  crop  cultivators  behind.  The  only 
business  savvy  actors  on  the  scene  were  the 
traders,  the  drug  traffickers.  They  demon¬ 
strated  a  clear  affinity  for  quickly  adjusting  the 
price  paid  for  opium  as  market  conditionsfluc- 
tuated.  Their  involvement  imposed  clear  limits 
on  the  long  term  sustainability  of  crop  substi¬ 
tution  efforts  which  failed  to  take  into  account 
the  full  range  of  social  and  economic  concerns 
of  the  community. 

By  the  end  of  the  1970s,  the  crop  substitution 
approach  was  broadened  to  include  pro¬ 
grammes  of  complementary  measures  aimed  at 
improving  quality  of  life.  This  strategy,  known 
as  integrated  rural  development,  addressed 
issues  such  as  infrastructure,  health,  and  edu¬ 
cation.  Various  agricultural  inputs  -  improved 
seeds,  livestock  breeds,  irrigation  facilities,  fer¬ 
tilizers,  credit,  storage,  transport  and  market¬ 
ing  services  -  and  complementary  measures 
were  implemented  simultaneously  so  as  to  cor¬ 
respond  more  closely  to  the  basic  needs  as 
expressed  by  the  communities  themselves.  This 
approach  also  came  to  be  identified  with  spe¬ 
cific  geographic  areas  -  it  was  at  this  time  that 
the  term  "area  development"  came  into  use.  By 
recognizing  the  unique  constraints  (geograph¬ 
ical,  level  of  political  stability)  of  individual 
communities  the  approach  proved  successful 
in  traditional  growing  areas  in  several  Asian 
countries.  For  example,  an  integrated  rural 
development  project  in  Chiangmai  Province, 
Thailand  emphasized  agricultural  extension  as 
well  as  the  introduction  of  new  cash  crops.  At 
the  end  of  the  project,  the  cash  crop  area  per 
household  had  doubled  and  opium  cultivation 
was  almost  eliminated.  Further,  the  project  was 
successful  in  improving  health  and  education 
in  the  target  areas6. 

Flowever,  integrated  rural  development  pro¬ 
jects,  as  they  were  then  designed,  still  failed  to 
meet  expectations.  They  were  costly  and  admin¬ 
istratively  complex.  Reductions  in  illicit  crop 
cultivation  were  invariably  short  lived.  One  key 


flaw  was  that  local  communities  participated 
little,  if  at  all,  in  the  actual  design  of  the  pro¬ 
grammes  themselves.  This  drawback  led,  pre¬ 
dictably,  to  inappropriate  -  or  at  the  very  least, 
sub-optimal  -  project  design.  Also,  by  not  plac¬ 
ing  enough  emphasis  on  the  level  of  illicit  activ¬ 
ity  in  all  aspects  of  community  life  i.e.  the  level 
to  which  trafficking  organisations  were  provid¬ 
ing  other  administrative  or  municipal  services 
in  communities  -  central  elements  in  the  deci¬ 
sion  to  engage  in  illicit  cultivation  -  which  went 
beyond  simple  crop  profitability-  were  ignored. 
It  also  became  evident  that  cultivation  could  be 
introduced  by  traffickers  into  new,  non-tradi- 
tional  areas  to  meet  a  growing  market,  thereby 
offsetting  gains  made  in  the  traditional  area. 
While  traffickers  had  a  very  clear  financial 
incentive  in  keeping  illicit  crop  cultivators  in 
the  dark  about  legal  crops,  they  had  few  qualms 
about  encouraging  the  cultivation  of  drug  crops 
in  communities  that  had  hitherto  been  involved 
solely  in  legal  activities.  This  sometimes  meant 
encouraging  consumption  of  the  drugs  them¬ 
selves  in  new  markets. 

Also  around  this  time,  the  concept  of  rural 
development  expanded  into  the  demand  side 
when  it  became  evident  that  opiate  addiction 
was  spreading  to  neighbouring  populations 
that  were  not  ostensibly  involved  in  poppy  cul¬ 
tivation.  The  spread  of  heroin  addiction  in 
such  non-producing  locations  was  particularly 
shocking  in  Pakistan.  With  this  unfolding  sce¬ 
nario,  it  became  clear  that  demand  reduction 
policies  would  have  to  be  elevated  on  equal 
terms  with  supply  reduction,  not  least  as  sup¬ 
port  to  rural  development  initiatives  which  tar¬ 
geted  supply. 

With  the  arrival  of  the  1980s,  the  production  of 
opium  skyrocketed  in  Asia  and  that  of  coca  leaf 
in  Latin  America.  In  Latin  America,  govern¬ 
ments  began  to  posit  that,  given  that  most  con¬ 
sumers  were  in  the  developed  countries,  the 
wealthy  nations  were  clearly  the  principal  ben¬ 
eficiaries  of  the  fight  against  production  and 
trafficking  of  drugs;  as  such,  they  should  bear 
most  of  the  costs  of  crop  substitution  and  rural 
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development  initiatives,  either  through  bilat¬ 
eral  aid  or  through  the  U  N .  With  the  passing  of 
time,  this  distinction  between  drug  producer 
and  consumer  countries  was  blurred  by  the 
continuing  rise  in  consumption  in  the  devel¬ 
oping  countries.  Drug  abuse  was  also  on  the 
rise  in  the  urban  centers  of  Latin  America.  The 
question,  however,  of  who  would  be  the  lead 
financiers  of  alternative  development  activities 
was  left  unanswered. 

It  was  therefore  inevitable  that  the  growing 
worldwide  acceptance  of  alternative  develop¬ 
ment  in  the  1990s  would  run  up  against  the 
cold  reality  of  limits  on  funding.  The  U  N  cer¬ 
tainly  could  not  undertake  on  its  own  the 
financing  of  the  overall  socio-economic  devel¬ 
opment  of  communities  involved  in  drug  pro¬ 
duction.  The  governments  of  the  countries  in 
question  had  limited  resources  at  their  dis¬ 
posal,  and  few  industrialized  nationscould  jus¬ 
tify  to  often  skeptical  publics  how  funding 
economic  development  in  far-away  lands 
served  their  national  interests. 

Because  of  this  situation,  there  followed  a  pro¬ 
cess  of  strategic  and  technical  streamlining. 
Rather  than  sounding  the  death  knell  for  alter¬ 
native  development,  the  consequent  narrowing 
of  aims  resulted  in  an  improved,  more  focussed 
strategy  that  was  far  better  placed  to  achieve  the 
supply-side  aims  stated  in  the  international 
agreements.  By  the  end  of  the  1980s  the  techni¬ 
cal  content  of  programmes  began  to  change 
accordingly.  Already  beginning  in  the  late  1980s, 
projects  were  streamlined,  with  fewer  and  more 
focussed,  objectives.  The  idea  of  substituting  one 
crop  for  another  was  abandoned  completely  as 
practitioners  became  committed  to  "income  sub¬ 
stitution"  which  was  broader,  more  realistic  and 
concentrated  on  sustainability.  Thereafter,  alter¬ 
native  development  projects  addressed  the  spe¬ 
cific  economic  and  agricultural  realities  of  the 
immediate  project  location.  Greater  emphasis 
was  placed  on  the  local  as  well  as  regional  eco¬ 
nomic  factors  that  influenced  farming  decisions. 
And  a  concerted  effort  was  made  to  bring  pro¬ 
ducing  communities  back  into  the  mainstream 


of  national  development  programmes,  thus  cre¬ 
ating  eco n  o  m  i  es  of  seal  e  wi th  th  e  reso  u  rces  m ad e 
available  by  national  governments. 


Erradication  Afghanistan 
©UNDCP 


In  recent  years,  the  full  range  of  concepts  that 
constitute  alternative  development  as  we  know 
it  today  have  been  introduced  one  by  one. 
Emphasis  is  today  placed  on  community-based 
approaches  to  natural  resource  management  in 
sustainable  production  systems.  Project  plan¬ 
ning  involves  participatory,  people-centred 
methods  that  rely  on  local  knowledge,  skills, 
interests  and  needs  as  a  basis  for  appropriate 
interventions.  While  the  emphasis  on  participa¬ 
tory  planning  has  been  in  place  for  over  a 
decade,  what  is  different  now  is  the  newfound 
recognition  of  the  need  for  training  and  human 
resource  development  in  the  immediate  project 
area.  Alternative  development  projects  today 
include  institution-building  components  at  all 
levels  of  project  design  and  implementation; 
one  key  goal,  the  achievement  of  which 
influences  the  overall  outcome  of  alternative 
development  projects,  is  to  promote  the  devel¬ 
opment  of  local  institutions. 

As  described  above,  various  experiments  car¬ 
ried  out  in  the  field,  in  different  contexts  and 
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conditions,  have  led  to  the  gradual  acquisition 
of  know-how  and  a  precise  formulation  of  the 
concept  of  alternative  development.  There  is 
today  an  officially  recognized  definition  of 
alternative  development,  endorsed  by  the  Gen¬ 
eral  Assembly  special  session  (U  NGASS),  1998. 
In  the  Action  Plan  on  International  Coopera¬ 
tion  on  the  Eradication  of  Illicit  Drug  Crops 
and  on  Alternative  Development,  adopted  by 
the  General  Assembly  and  described  above,  the 
concept  was  expressed  as  follows: 

Defining  alternative  development  asa  process  to 
prevent  and  eliminate  the  illicit  cultivation  of 
plants  containing  narcotic  drugs  and  psy¬ 
chotropic  substances  through  specifically 
designed  rural  development  measures  in  the 
context  of  sustained  national  economic  growth 
and  sustainabledevelopmenteffortsin  countries 
taking  action  against  drugs,  recognizing  the  par¬ 
ticular  socio-cultural  characteristics  of  the  target 
communities  and  groups,  within  the  framework 
of  a  comprehensive  and  permanent  solution  to 
the  problem  of  illicit  drugs. 


3.3  SUCCESS  IN  ALTERNATIVE 
DEVELOPMENT7 

Although  the  media  sometimes  likes  to  focus 
on  the  disappointments  in  drug  control,  the 
fact  is  that  most  alternative  development  pro¬ 
jects  have  been  successful.  In  Bolivia,  the  area 
of  coca  bush  cultivation  was  estimated  at  about 
50,000  hectares  in  1997,  of  which  12,000  hec¬ 
tares  in  the  Yungas  area  considered  licit  cultiva¬ 
tion.  In  1999,  the  government  eliminated 
14,000  hectares  of  illicit  coca,  surpassing  its 
own  record  from  the  previous  year.  The  coun¬ 
try  began  year  2000  with  barely  10,000 
hectares  of  illicit  cultivation  remaining  which 
is  a  78%  decrease  in  only  three  years. 
Income  from  illegal  coca  has  fallen  from 
US$  425  million  in  1988  (8.5%  of  GDP) 
to  86  million  in  1999,  which  is  equivalent  to 
about  1%  of  the  country's  legitimate  GDP.8 
This  is  an  unprecedented  achievement  and 
deserves  worldwide  recognition.  Similarly, 


coca  cultivation  in  Peru  decreased  from  a  peak 
of  129,000  hectares  in  1992  to  38,000  hectares 
in  1999.  In  Pakistan  opium  poppy  cultivation 
has  been  reduced  from  approximately  800 
tonnes  in  1980  to  about  9  tonnes  in  1999.  In 
Laos,  Thailand,  Bolivia  and  others,  success  sto¬ 
ries  are  many.  Positive  results  from  different 
countries  highlight  the  importance  of  locally 
adapted  alternative  development  interven¬ 
tions. 

The  progress  achieved  thusfar  has  come  about 
despite  the  paucity  of  investment  in  alternative 
development.  These  investments  are  small 
even  when  compared  to  Official  Development 
Assistance  (ODA)  received  by  the  countries 
under  consideration.  For  example  in  1995, 
total  investment  in  alternative  development 
was  US$  71.8  million  which  was  equivalent 
to  1.6%  of  ODA  in  the  countries  concerned 
(see  Table  2).  Furthermore,  alternative 
development  activities  are  often  the  only 
institutionalized  intervention  in  isolated  or 
difficult  regions.  These  marginalized  areas, 
despite  substantial  income  from  narcotic 
crops,  rarely  have  the  social  or  economic 
infrastructure  which  would  facilitate  sustain¬ 
able  development. 


U  pper  Xienkhouang  development  project,  Laos  PDR 
©T.Haley/UNDCP 
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Table  2:  Investment  in  Alternative  Development  compared  with  Official  Development  Assistance 


Country 

Annual  investment  in 
alternative  development 
(million  US$)  a> 

Total  net  0  DA 
from  DAC  b>  countries, 
Multilateral  Organisations 
and  Arab  countries 
in  1995  (million  ) 

Investment  in 
alternative  development 
as  %  of  1995  O  DA 

Myanmar 

1.4 

n.a. 

n.a. 

Thailand 

9.5 

863 

0.1 

Viet  Nam 

0.4 

826 

0.05 

Lao  PDR 

2.9 

311 

0.9 

Colombia 

3.3 

231 

1.4 

Bolivia 

18.2 

692 

2.6 

Peru 

19 

428 

4.4 

Pakistan 

15.2 

805 

1.9 

Afghanistan 

1.9 

214 

0.9 

Total 

71.8 

4370 

1.6 

a)  Annual  average  based  on  1987-1996 figures,  including  UNDCP  and  other  international  assistance 

b)  DAC  =  Development  Assistance  Committee  of  the  Organization  for  Economic  Cooperation  and  Development  (OECD) 


The  examples  cited  in  the  previous  section 
showed  that  in  order  to  be  effective,  alternative 
development  must  link  closely  with  national 
development  policy.  Past  experience  has  also 
made  clear  that  the  viability  of  alternative 
development  programmes  depends  on:  (a)  a 
sustainable  economic  environment  that  makes 
illicit  cultivation  less  attractive;  (b)  effective 
control  of  the  area  by  central  government  and 
an  absence  of  counter-pressures  from  insur¬ 
gent  groups;  and  (c)  consistently  applied  dis¬ 
incentives  through  law  enforcement  and 
eradication. 

Another  key  lesson  learned  in  recent  years  is 
that  alternative  development  programmes 
must  take  into  account  the  particular  needs  of 
women.  In  almost  all  coca  and  opium  produc¬ 
ing  areas,  women  are  involved  in  the  cultiva¬ 
tion  the  illicit  drug  crop  and  other  crops. 
Incorporation  of  the  gender  perspective  in 
alternative  development  projects  in  Peru  has 
increased  effectiveness  and  sustai  nabi I ity  of  the 
activities.  Access  of  women  to  training  as  rural 
promoters  has  been  improved,  especially  in 
areas  of  traditional  female  work  in  agricultural 


production.  Also,  the  statutes  of  producers' 
cooperatives  were  adjusted  to  allow  better  par¬ 
ticipation  of  women  i.e.  those  who  were  not 
landholders  themselves;  the  reservation  of  one 
board  position  in  the  sectoral  committees  for  a 
female  social  delegate  proved  to  be  instrumen¬ 
tal  in  getting  women  board  members.  Under 
this  approach,  6,500  women  are  today  actively 
participating  in  farmers  organizations.  The 
organizations  have  contributed  positively  to  a 
long  process  of  change  in  existing  gender  rela- 
tionsand  the  new  organizations  have  helped  to 
create  women  leaders  in  local  communities 
and  districts.  With  their  new  political  status, 
women  are  better  able  to  deal  with  the  drug 
subculture,  which  is  increasingly  becoming  a 
problem  in  rural  areas. 

Even  with  today's  refined  concept  of  alternative 
development,  the  many  local  nuances  of  illicit 
crop  cultivation  necessitate  initial  adjustments 
and  fine-tuning  so  that  large  scale  investments 
can  be  optimally  cost  effective.  A  U  NDCP  spon¬ 
sored  project  in  Palavek,  Laos  is  an  example  of 
a  so-called  "pilot"  project  which  served  as  a 
model  for  further  alternative  development 
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interventions  in  the  country.  In  the  Palavek 
area  annual  opium  production  was  3.5  tonnes 
in  1989.  From  then,  UNDCP  invested  US$  6.6 
million  in  the  area  over  the  next  six  years.  The 
project  was  able  to  make  the  area  accessible 
(from  3-days  travel  byfoot,  ferryand  car  to  three 
hours  by  road),  open  it  up  to  trade  (the  number 
of  shops  increased  from  two  to  more  than 
60),  provide  better  health  care  and  food  security, 
transforming  Paiavek  from  a  rice  importing  dis¬ 
trict  into  an  exporting  one.  Dependency  on 
opium  was  reduced  because  the  project  addres¬ 
sed  opium  in  each  of  its  three  main  roles:  as 
cash  crop,  source  of  credit  and  medicine.  At  the 
end  of  the  project,  annual  opium  production 
had  decreased  from  3.5  tonnes  to  less  than 
100  kg.  This  project  demonstrated  to  the  Lao 
Government  and  other  donors  the  merits  of  the 
approach;  it  served  as  a  model  for  expanding 
alternative  development  in  other  opium  pro¬ 
ducing  areas.  The  project  was  also  used  to  raise 
awareness  of  the  need  to  incorporate  drug  con¬ 
trol  components  in  rural  development  assis¬ 
tance  programmes. 

A  UNDCP  sponsored  project  in  Dir  District, 
Pakistan  demonstrated  the  extent  to  which 
alternative  development  interventions  could 
have  multiplier  effects  well  beyond  the  project 
area.  The  project  was  in  operation  from  1985 
to  2000;  its  expenditure  for  this  period  was 
U  S$  38  million.  The  project  was  based  on  a 
series  of  sub-projects  designed  to  improve  the 
infrastructure  and  economic  and  social  ser¬ 
vices  of  the  district  in  support  of  a  phased  pro¬ 
gramme  of  poppy  eradication  carried  out  by 
the  government. 

One  of  the  main  lessons  learned  in  the  first 
phase  of  project  implemetation  was  that  com¬ 
munity  participation  in  the  selection  of  activi¬ 
ties  as  well  as  in  construction,  operation  and 
maintenance  was  essential  for  success.  In  line 
with  this  finding,  the  second  phase  of  the  pro¬ 
ject  helped  establish  429  Village  Development 
Committees  which  were  actively  involved  in 
construction  of  roads  and  bridges,  extension 
and  improvement  of  150  irrigation  facilities, 


social  forestry  projects,  agriculture  develop¬ 
ment  and  animal  husbandry  activities,  con¬ 
struction  of  more  than  70  drinking  water 
schemes  and  the  establishment  of  basic  health 
units. 

This  approach  proved  to  be  extremely  suc¬ 
cessful.  At  the  time  of  the  project  launch, 
50%  of  the  Dir's  population  lived  below 
the  poverty  line  and  opium  poppy  cultivation 
was  at  its  peak  in  1992  with  3670  ha.  Today,  the 
district  is  the  third-wealthiest  district  of  the 
Northwest  Frontier  Province  and  poppy  culti¬ 
vation  has  been  effectively  eliminated.  But 
apart  from  this  noteworthy  success  in  the 
immediate  project  area,  adjoining  districts 
have  been  selected  by  IFAD  and  the  Govern¬ 
ment  of  Pakistan  for  investment  through  loans 
amounting  to  US$  22  million  for  the  period 
1997-2003.  H  aving  simultaneous  projects  in  all 
the  main  poppy  areas  will  help  to  contain  the 
displacement  of  poppy  cultivation  and  will  sus¬ 
tain  the  reduction  of  opium  poppy  cultivation 
achieved  so  far. 


3.4  POLITICAL  CONSIDERATIONS 

In  addition  to  the  international  policy  frame¬ 
work  and  the  technical  intricacies  of  alterna¬ 
tive  development,  it  cannot  be  overlooked  that 
progress  in  reducing  illicit  crop  cultivation 
depends  on  the  political  environment  in 
which  central  governments  and  local  commu¬ 
nities  interact.  Indeed,  a  key  factor  is  the  abil¬ 
ity  of  the  state  to  generate  a  shared  sense  of 
urgency  from  the  local  community.  The  readi¬ 
ness  of  the  local  community  to  work  with  the 
state  is,  however,  influenced  by  a  range  of 
political  factors.  This  section  focuses  on  some 
of  those  which  have  influenced  local  commu¬ 
nities'  relationship  with  national  governments 
insofar  as  this  relationship  has  a  bearing  on 
the  outcome  of  alternative  development 
programmes. 

As  discussed  earlier,  one  basic  tenet  of  the  inter¬ 
national  legal  framework  for  drug  control  is  that 
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policies  agreed  at  the  international  level  should  be 
adapted  and  ultimately  implemented  at  the  in¬ 
dividual  country  level.  However,  the  process  of 
normative  adaptation  and  implementation  should 
not  be  seen  in  isolation  of  other  country-level 
political  processes  that  influence  the  state's  ability 
to  achieve  its  aims  in  drug  control.  One  develop¬ 
ment  which  has  in  recent  years  transformed  the 
contextin  which  governments  must  work  with  local 
communities  in  the  area  of  alternative  develop¬ 
ment  isthe  ongoing  process  of  democratization. 

Illicit  crop  cultivation,  whether  in  Myanmar, 
Afghanistan  or  Peru,  isoften  driven  by  specific 
groups  that  have  a  common  ethnicity,  or  lan¬ 
guage,  or  socio-economic  profile.  The  stigma 
attached  to  involvement  in  such  activities  is 
such  that,  should  the  ruling  powers  be  associ¬ 
ated  with  the  same  groups,  there  is  the  risk 
that  no  significant  action  will  be  taken  due  to 
reluctance  of  representatives  to  alienate  their 
so-called  "in-group."  In  other  words,  the  close 
relationship  between  political  representatives 
in  the  national  capital  and  those  they  repre¬ 
sent  in  far-away,  rural,  drug  producing  locali¬ 
ties,  may  contribute  to  inconsistent  or  selective 
application  of  the  legal  controls  designed  to 
eliminate  reliance  on  illicit  crop  cultivation. 

The  introduction  of  pluralistic,  democratic  gover¬ 
nance  dilutes  this  risk  of  selective  application,  for 
it  devolves  decision-making  power  to  a  broader 
cross-section  of  a  country's  ethnic  and  regional 
interests.  While  an  elected  official  from  one  part 
of  a  country  known  for  illicit  poppy  cultivation 
may  be  reluctant  to  call  attention  to  the  region's 
top,  albeit  illegal,  income  earner,  there  may  be 
other  representatives,  or  a  free  press,  that  is  willing 
to  do  so  out  of  competing  self-interest.  Conversely, 
parliamentary  debate  in  a  functioning  democracy 
can  act  as  a  powerful  safeguard  against  the  scape¬ 
goating  of  particular  ethnic  minorities  for  political 
ends.  In  other  words,  the  success  of  alternative 
development  depends  to  a  great  extent  on  the 
quality  of  governance  and  the  rule  of  law. 

Unfortunately,  the  importance  of  good  gover¬ 
nance  often  goes  unrecognised  in  the  context  of 


Alternative  development  -  Dir  District,  Pakistan 
©UNDCP 


alternative  development,  as  though  drug  control 
norms  could  in  themselves  meet  with  their 
intended  outcome  despite  the  obstacles  and  con¬ 
straints  that  the  state  must  often  overcome  when 
reaching  out  to  local  communities.  Activities 
such  as  illicit  drug  production  are  often  classified 
as  "victimless"  crimes;  thus,  reporting  often 
depends  more  on  moral,  egalitarian  considera¬ 
tions  rather  than  a  sense  of  personal  loss  or 
harm.  However,  there  is  a  problem  when  police 
and  state  conduct  give  grounds  for  counterbal¬ 
ancing  moral  consideration:  when  the  state  is 
seen  as  foe  rather  than  friend,  the  obvious  result 
is  that  no  voluntary  reporting  will  take  place.  In 
the  case  of  countries  where  past  eras  of  political 
oppression  and  internal  strife  have  weakened  the 
ties  that  bind  state  to  civil  society,  the  informa¬ 
tion  flow  on  illicit  drug  activity  both  within  the 
community  and  between  the  community  and  the 
police  maybe  especially  sparse. 


Armed  conflict  is  another  important  political 
dynamic  with  implications  for  alternative  devel¬ 
opment  activities.  Illicit  drug  production  in 
Afghanistan  and  Myanmar,  for  example,  has 
evolved  alongside  military  conflict:  in 
Afghanistan,  sudden  economic  upheaval  has 
forced  many  farmers  to  search  for  new  income 
sources;  in  Myanmar,  opium  poppy  cultivation 
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has  provided  ethnic  insurgents  with  a  source  of 
military  financing.  The  cases  of  Afghanistan 
and  Myanmar,  in  particular,  demonstrate  with 
unusual  clarity  that  wartime  may  under  certain 
conditions  minimize  the  costs  while  raising  the 
benefits  of  illicit  drug  production;  conflict  can 
act  as  a  catalyst  wh  i  ch  co  n  verts  trad  itional,  small- 
scale  drug  production  into  a  large-scale, 
income-generating  enterprise. 


Cultivation  of  exotic  flowers  for  export 
©UNDCP 


The  problem  is  that  all  too  often  the  political, 
economic  and  social  factors,  which  have  skewed 
the  costs  and  benefits  in  this  way,  are  ignored.  It 
is  assumed  that  the  drug  problem  can  be  elimi¬ 
nated  solely  on  the  basis  of  calculations  which 
take  into  account  the  volume  of  illicit  drug  pro¬ 
duced.  As  this  chapter  has  sought  to  demon¬ 
strate,  such  assumptions  are  no  longer  valid. 
More  recognition  of  the  economic,  political  and 
social  environment  is  required  in  order  to  suc¬ 
cessfully  reduce  illicit  drug  supply.  The  most  suc¬ 
cessful  alternative  development  projects  have  met 
with  success  precisely  because  they  have  been 
designed  with  afocusnotoniyon  economics,  but 
on  the  socio-political  structures  in  which  mem¬ 
bers  of  peasant  communities  interact,  exchange 
information  and  arrive  at  collective  decisions. 


The  number  of  countries  and  regions  where 
illicit  crop  cultivation  poses  a  serious  interna¬ 
tional  problem  has  been  reduced  substantially 
in  recent  years.  Today,  the  "major  producing 
countries"  can  be  counted  on  the  fingers  of 
one  hand.  On  the  negative  side,  however,  those 
that  remain  -  Afghanistan,  Myanmar  and 
Colombia  being  the  most  obvious-are  also  the 
most  problematic.  The  international  commu¬ 
nity's  efforts  in  assisting  these  countries  must 
go  hand-in-hand  with  a  convergence  of  politi¬ 
cal,  economic  and  social  factors.  Economic 
support  and  political  commitment  are  essential 
prerequisites  for  successful  alternative  devel¬ 
opment;  sensitivity  to  the  political  scenario  in 
each  country,  as  well  as  a  sustained  willingness 
to  support  initiatives  that  can  make  a  differ¬ 
ence,  are  likely  to  prove  the  most  important 
guiding  principles  during  the  next  phase  of  the 
international  community's  efforts  to  rid  the 
world  of  illicit  drugs. 

Social  institutions  at  grass-roots  level  are  likely 
to  play  an  increasingly  important  role  in  alter¬ 
native  development  activities.  Sustained  eco¬ 
nomic  growth  entailsa  transformation  of  social 
institutions.  Conversely,  social  groups  play  a 
key  role  in  placing  rural  economies  on  new 
economic  footings.  In  future,  it  will  be  essential 
that  stronger  links  be  established  between  the 
social  networks  at  local  level  and  those  in 
national  government.  The  subject  of  social 
capital,  in  this  regard,  has  considerable 
significance  in  the  context  of  alternative 
development,  for  it  highlights  the  key  role 
played  by  trust:  trust  between  peasants  and 
government  workers,  trust  between  national 
governments  and  multilateral  institutions. 
Over  and  above  the  historical,  technical  and 
economic  complexities  that  define  alternative 
development,  global  efforts  to  reduce  current 
levels  of  illicit  drug  production  are  likely  to 
hinge  on  this  one,  rather  straightforward, 
requirement. 
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TABLES 


PRODUCTION  AND  MANUFACTURE  OF  ILLICIT  DRUGS 


GLOBAL  ILLICIT  CULTIVATION  OF  OPIUM  POPPY  AND  PRODUCTION  OF  OPIUM,  1994-1999 
(Source:  UNDCP  Global  Illicit  Drug  Trends  2000) 


1994 

1995 

1996 

1997 

1998 

1999 

Cultivation!1)  in 

hectares 

SOUTH-WEST  ASIA 

Afghanistan 

71,470 

53,759 

56,824 

58,416 

63,674 

90,583 

Pakistan 

5,759 

5,091 

873 

874 

950 

284 

Subtotal 

77,229 

58,850 

57,697 

59,290 

64,624 

90,867 

SOUTH-EAST  ASIA 

Lao  PDR 

18,520 

19,650 

21,601 

24,082 

26,837 

22,543 

Myanmar 

146,600 

154,070 

163,000 

155,150 

130,300 

89,500 

Thailand 

478 

168  3 

68 

352 

716 

702 

Viet  Nam 

3,066 

1,880 

1,743 

340 

442 

442 

Subtotal 

168,664 

175,768 

186,712 

179,924 

158,295 

113,187 

OTHER  ASIAN  COUNTRIES 

Combined 

5,700 

5,025 

3,190 

2,050 

2,050 

2,050 

Total  Asia 

251,593 

239,643 

247,599 

241,264 

224,969 

206,104 

LATIN  AMERICA 

Colombia 

15,091 

5,226 

4,916 

6,584 

7,466 

7,500 

Mexico 

5,795 

5,050 

5,100 

4,000 

5,500 

3,600 

Total  Latin  America 

20,886 

10,276 

10,016 

10,584 

12,966 

11,100 

GRAND  TOTAL 

272,479 

249,919 

257,615 

251,848 

237,935 

217,204 

Production 

in  metric 

tons 

SOUTH-WEST  ASIA 

Afghanistan 

3,416 

2,335 

2,248 

2,804 

2,693 

4,565 

Pakistan 

128 

112 

24 

24 

26 

9 

Subtotal 

3,544 

2,447 

2,272 

2,828 

2,719 

4,574 

SOUTH-EAST  ASIA 

Lao  PDR 

120 

128 

140 

147 

124 

124 

Myanmar 

1,583 

1,664 

1,760 

1,676 

1,303 

895 

Thailand 

3 

2 

5 

4 

8 

8 

Viet  Nam 

15 

9 

9 

2 

2 

2 

Subtotal 

1,721 

1,803 

1,914 

1,829 

1,437 

1,029 

OTHER  ASIAN  COUNTRIES 

Combined 

90 

78 

48 

30 

30 

30 

Total  Asia 

5,355 

4,328 

4,234 

4,687 

4,186 

5,633 

LATIN  AMERICA 

Colombia 

205 

71 

67 

90 

102 

102 

Mexico 

60 

53 

54 

46 

60 

43 

Total  Latin  America 

265 

124 

121 

136 

162 

145 

GRAND  TOTAL 

5,620 

4,452 

4,355 

4,823 

4,348 

5,778 

Potential  HEROIN 

562 

445 

436 

482 

435 

578 

(1)  Potentially  harvestable,  after  eradication. 
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PRODUCTION  AND  MANUFACTURE  OF  ILLICIT  DRUGS 


GLOBAL  ILLICIT  CULTIVATION  OF  COCA  BUSH  AND  PRODUCTION  OF  COCA  LEAF  AND  COCAINE,  1994-1999 
(Source:  UNDCP  Global  Illicit  Drug  Trends  2000) 


1994 

1995 

1996 

1997 

1998 

1999 

Cultivation*1)  of 

coca  bushes  in  hectares 

Bolivia!2) 

48,100 

48,600 

48,100 

45,800 

38,000 

21,800 

Colombia 

44,700 

50,900 

67,200 

79,436 

101,800 

122,500 

Peru 

108,800 

106,500 

75,000 

65,338 

51,000 

38,700 

Total 

201,600 

206,000 

190,300 

190,574 

190,800 

183,000 

Production  of  coca  leaves 

in  metric  tons 

Bolivia 

89,800 

85,000 

75,100 

70,100 

52,900 

22,800 

Colombia 

67,497 

80,931 

108,864 

129,481 

165,934 

195,000 

Peru 

162,003 

159,750 

131,003 

117,726 

95,600 

72,500 

Total 

319,300 

325,681 

314,967 

317,307 

314,434 

290,300 

Potential 

manufacture  of  cocaine  in  metric  tons 

Bolivia 

255 

240 

215 

200 

150 

70 

Colombia 

201 

230 

300 

350 

435 

520 

Peru 

421 

399 

328 

294 

239 

175 

Total 

877 

869 

843 

844 

824 

765 

(1)  Potentially  harvestable,  after  eradication 

(2)  Annual  estimates  include  12,000  hectares  authorized  by  Bolivian  law  1008 
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Annual  Prevalence  of  abuse  by  substance,  as  percentage 
of  the  population  aged  15  and  above 


Annual  Prevalence  of  abuse  by  substance,  as  percentage  of  the  population  aged  5  and  above 
(unless  otherwise  indicated) 


AFRICA 

Cannabis 

Opiates 

Cocaine* 

ATS  W 

% 

Year 

% 

Year 

% 

Year 

%  Year 

East  and  Southern  Africa 

Kenya 

4.0 

1994a 

0.1 

aa 

0.1 

aa 

0.6  5i 

Namibia 

3.9 

1997 

0.1 

1998 

0.2 

1998 

(0.1)  1998 

South  Africa 

7.1 

1996s 

0.1 

1998 

0.3 

19965 

0.6  5i 

Zimbabwe 

6.3 

1998 

0.01 

a 

0.03 

1998 

0.01  1998 

North  and  Eastern  Africa 

Egypt 

5.1 

aa 

0.5  53 

Ethiopia 

Libyan  Arab  Jamahiriya 

0.05 

1998 

0.04 

aa 

0.3  53 

Mauritius 

0.7 

1998 

0.8 

1998 

Morocco 

7.4 

aa 

0.2 

aa 

Rwanda 

0.04 

aa 

Tanzania,  U nited  Rep. 

2.0 

1998§ 

0.02  1998 

Uganda 

1.4 

aa 

0.04 

aa 

West  and  C  entral  Africa 

Cameroon 

0.9  53 

Chad 

0.9 

1995 

0.2 

1995 

0.01 

1995 

0.01  1996 

Congo 

0.01 

1994 

Cote  d'Ivoire 

0.01 

1997 

Ghana 

21.5 

1998 

0.7 

1998 

1.1 

1998 

1.0(0.01)  53 

Mali 

7.8 

19955 

Nigeria  (11-61) 

8.7 

aa 

0.3 

aa 

1.0 

aa 

1.2  53 

Sao  Tome  Principe 

Senegal 

0.01 

1997 

0.03 

aa 

0.02 

1997 

Sierra  Leone 

16.1 

1996 

0.01  1997 

0.02 

1996 

AMERICAS 

Cannabis 

Opiate 

Cocaine* 

ATS  « 

% 

Year 

% 

Year 

% 

Year 

%  Year 

Central  America 

Belize 

0.1 

1994 

0.4 

1994 

Costa  Rica 

0.5 

1997 

0.1 

a 

0.3 

19955 

El  Salvador 

9.2 

aa 

0.06 

aa 

0.6 

aa 

Guatemala  (12-18) 

3.2 

aa 

1.6 

1998 

1.7  1998 

Honduras 

5.9 

1997 

0.1 

1995 

2.0 

1997 

2.5  1997 

Nicaragua 

Panama 

2.6 

aa 

0.04 

aa 

1.0 

aa 

1.2  1991 

North  America 

Canada 

7.4 

aa 

0.2 

a 

0.7 

a 

0.7(0.5)19935 

Mexico 

1.1 

1998 

0.1 

aa 

0.3 

19985 

0.3(0.01)19975 

USA  (12  and  above) 

12.3 

1998 

0.5 

1998 

3.2 

1998 

0.7(0.5)  1998 
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ANNEX  2 


ANNUAL  PREVALENCE  OF  ABUSE  OF  ILLICIT  DRUGS 


AMERICAS  (cont.) 

Cannabis 

Opiate 

Cocaine* 

ATS  (D 

% 

Year 

% 

Year 

% 

Year 

% 

Year 

South  America 

Argentina 

2.3 

1998 

0.03 

1995 

1.2 

aa 

Bolivia  ( 12-50) 

2.2 

1998 

0.04 

aa 

1.7 

1998 

0.5 

1999 

Brazil 

7.7 

aa 

0.1 

aa 

0.8 

a 

0.9 

aa 

Chile  (12-69) 

4.7 

1998 

0.3 

1995 

1.3 

1998 

1.1 

1997 

Colombia  (12  and  above) 

5.6 

1998 

0.3 

a 

1.6 

1998 

0.5 

1997 

Ecuador 

1.2 

aa 

0.4 

1999 

1.5 

1999 

0.3 

1995 

Paraguay 

0.6 

aa 

Peru 

2.1 

a 

1.5 

a 

Suriname 

1.3 

1998 

0.02 

1998 

0.3 

1998 

U  ruguay  (15-65) 

1.2 

aa 

0.4 

19985 

0.2 

1994 

Venezuela  (12  and  above) 

1.0 

a 

0.1 

aa 

1.2 

aa 

0.6 

a 

The  Caribbean 

Bahamas  (16-59) 

3.3 

1997§ 

0.3 

1998 

Dominica 

0.1 

1996 

0.01 

1996 

Dominican  Rep. 

6.9 

1997 

0.02 

aa 

2.5 

1997 

Grenada 

0.01 

1998 

0.02 

1998 

Jamaica 

0.9 

aa 

Montserrat 

0.8 

1997 

0.01 

1997 

St.  Lucia 

St.  Vincent  Grenadines 

18.6 

aa 

0.1 

1994 

ASIA 

Cannabis 

Opiate 

Cocaine* 

ATS  P) 

% 

Year 

% 

Year 

% 

Year 

% 

Year 

C  entral  Asia  and  T ranscaucasia 

Armenia 

0.8 

1998§ 

0.3 

aa 

Azerbaijan 

1.1 

1998§ 

0.3 

aa 

Georgia 

1.2 

aa 

Kazakhstan 

3.2 

19985 

0.9 

aa 

Kyrgyzstan 

1.7 

aa 

0.4 

aa 

Tajikistan 

3.4 

19985 

2.0 

aa 

Turkmenistan 

0.3 

aa 

U  zbekistan 

1.3 

19985 

0.7 

aa 

0.01  19975 

East  and  South-East  Asia 

Brunei  Darussalam 

0.02 

1996 

0.01 

1998 

0.03 

1998 

Cambodia 

1.3 

aa 

China 

0.5 

aa 

0.1 

1998 

China  (Hong  Kong  SAR) 

0.6 

aa 

0.3 

1998 

0.02 

1998 

China  (Macao  SAR) 

0.2 

aa 

0.2 

1998 

Indonesia 

0.1 

aa 

0.01 

1998 

0.1 

aa 

Japan* 

0.05 

aa 

0.02 

a 

0.3 

aa 

Korea,  Rep. 

0.05 

aa 

0.5 

aa 

Lao  People's  Dem.  Rep. 

1.0 

aa 

2.1 

aa 

Malaysia 

0.04 

1997 

0.2 

1998 

0.01 

1998 

Myanmar 

0.1 

aa 

0.9 

aa 
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ANNUAL  PREVALENCE  OF  ABUSE  OF  ILLICIT  DRUGS 


ASIA  (cont.) 

Cannabis 

Opiate 

Cocaine* 

ATS  W 

% 

Year 

% 

Year 

% 

Year 

%  Year 

Philippines 

3.5 

aa 

2.2 

Singapore 

0.03  1998 

0.3 

1998 

0.01  1993 

0.04(0.01)1998 

Taiwan,  Province  of  China 

0.5 

aa 

0.4 

a 

1.5 

aa 

Thailand 

0.7 

aa 

0.6 

aa 

1.1 

aa 

Viet  Nam 

1.0 

aa 

0.4 

1999 

Near  and  Middle  East/  South-West  Asia 

Afghanistan 

3.0 

aa 

Bahrain 

0.4 

aa 

0.3 

1998 

0.1 

aa 

Iran,  Islamic  Republic 

0.4 

aa 

2.8 

1999 

1  srael 

0.9 

aa 

0.8 

1995 

0.3 

1995 

0.4(0.4)1998 

Jordan 

0.2 

1998 

0.5 

1998 

0.03 

1998 

0.1  1998 

Kuwait 

0.01 

1998 

Lebanon 

0.5 

aa 

0.01 

1998 

0.02  1998 

Oman 

0.01 

1994 

0.01 

1994 

0.1  1  998 

Pakistan 

1.2 

1998§ 

1.7 

iggga 

Qatar 

0.1 

1996 

0.01 

1996 

0.02  1996 

Saudi  Arabia 

0.01  1998 

Syrian  Arab  Rep. 

0.01 

1998 

0.02 

1998 

0.07  1998 

South  Asia 

Bangladesh 

3.2 

** 

0.6 

a 

India 

3.2 

aa 

0.5 

a 

Maldives 

0.5 

1994 

0.9 

1994 

Nepal 

2.8 

aa 

0.3 

1996 

Sri  Lanka 

1.4 

1998 

0.3 

1997 

EUROPE 

Cannabis 

Opiates 

Cocaine* 

Amphetamines 

Ecstasy 

% 

Year 

% 

Year 

% 

Year 

%  Year 

%  Year 

Central  and  Eastern  Europe 

Belarus 

0.1 

aa 

0.08 

1998 

0.01 1998 

0.01  1997^ 

Bulgaria 

1.2 

1998 

0.7 

1998 

0.04 

1998 

0.2  1998 

0.1  1998 

Croatia 

2.6 

1997 

0.8 

1997 

0.1 

1997 

0.2  1997 

0.01  1997 

Czech  Rep. 

3.6 

1998 

0.1 

1997 

0.01 

1998 

0.3  1998 

0.01  1998 

Estonia 

2.8 

a 

0.1 

1998 

0.01  1998 

H  ungary 

1.4 

aa 

0.3 

1999 

0.01 

1997 

0.3  § 

Latvia 

0.5 

aa 

0.3 

a 

0.2  § 

0.01  1997 

Lithuania 

0.3 

aa 

0.3 

a 

0.6  § 

Macedonia 

0.7 

1998 

0.3 

1998 

0.01  1995 

Moldova,  Rep. 

1.8 

1998§ 

0.04 

1997 

0.01  1998 

Poland 

3.4 

1997 

0.3 

a 

0.3  ^ 

Romania 

0.03 

a 

Russian  Federation 

0.9 

aa 

0.9 

a 

Slovakia  (18  and  above) 

1.7 

a 

0.5 

a 

0.3  1996 

Slovenia 

3.1 

aa 

0.3 

1993 

0.2  § 

U  kraine 

0.6 

1998 

0.3 

1992 

0.04 

1997 

0.01  1998 
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EUROPE 

Cannabis 

Opiates 

Cocaine* 

Amphetamines 

Ecstasy 

% 

Year 

% 

Year 

% 

Year 

%  Year 

% 

Year 

Western  Europe 

Austria 

3.0 

1996§ 

0.2 

1998 

0.5 

19965 

0.2  19965 

0.8 

a 

Belgium  (18-65) 

5.0 

a 

0.2 

aa 

0.5 

aa 

0.5  5i 

0.7  19985 

Denmark  (18-69) 

4.0 

19955 

0.3 

1995 

0.3 

1995 

0.9  19955 

0.7 

a 

Finland 

2.5 

19985 

0.05 

19975 

0.2 

1998 

0.1  19985 

0.2  19985 

France  (18-69) 

4.7 

1995 

0.3 

19975 

0.2 

1995 

0.3  19955 

0.3 

a 

Germany  (18-59) 

4.1 

1997 

0.2 

1998 

0.6 

1997 

0.4  5a 

0.8  199755 

Greece  (12-64) 

4.4 

19985 

0.4 

a 

0.5 

aa 

0.06  19985 

0.01  19985 

Ireland 

7.9 

19955 

0.3 

19975 

0.6 

aa 

0.6  53 

1.0 

aa 

Italy 

4.6 

aa 

0.5 

19975 

0.6 

19965 

0.5  53 

0.5 

a 

Liech  tan  stein 

0.8 

1996 

0.1 

1998 

0.4 

1998 

0.02  1997 

0.2 

1998 

Luxembourg 

4.0 

19985 

0.5 

19975 

0.4 

aa 

0.3  1998 

0.2 

a 

Malta 

2.2 

aa 

0.2 

1998 

0.1 

1996 

0.01  1997 

0.2 

a 

Monaco 

0.4 

1996 

0.1 

1995 

0.01 

1994 

0.01  1993 

0.4 

a 

Netherlands  (12  and  above) 

5.2 

1998 

0.2 

1998 

0.7 

19985 

0.4  19975 

0.8 

i—1 

kO 

kO 

00 

IQJ 

Norway 

3.8 

19985 

0.2 

1994 

0.3 

19975 

0.5  19975 

0.1 

aa 

Portugal 

3.7 

aa 

0.9 

1998 

0.5 

19985 

0.2  53 

0.1 

a 

San  Marino 

4.0 

19975 

0.02 

1997 

0.04 

1994 

0.3  1994 

0.3 

a 

Spain 

7.6 

19975 

0.6 

1999 

1.7 

1997 

0.8  5 

1.0 

19975 

Sweden  (15-75) 

0.1 

1998 

0.1 

1997 

0.2 

19985 

0.2  1997 

0.1 

19985 

Switzerland  (18-45) 

8.5 

19985 

0.5 

1998 

0.5 

19985 

0.7  5§ 

Turkey 

0.01 

1998 

U nited  Kingdom 

9.0 

19985 

0.5 

aa 

1.0 

19985 

1.3  53 

1.0 

I—1 

kO 

kO 

00 

IQJ 

OCEANIA 

Cannabis 

Opiates 

Cocaine* 

ATS 

% 

Year 

% 

Year 

% 

Year 

%  Year 

Australia  (14  and  above) 

17.9 

1998 

0.7  1  998 

1.4 

1998 

3.6(2.4)  1998 

Fiji 

0.2 

1996 

M  icronesia  Fed. State. 

29.1 

1995 

New  Caledonia 

1.9 

aa 

New  Zealand 

15.0 

1998 

0.6 

1998 

0.04 

1998 

2.0  1998 

Papua  New  Guinea  (645) 

29.5 

1995 

0.01 

1995 

Vanuatu 

0.1 

1997 

a  U  N  DCP  estimate 

aa  Tentative  estimate  for  the  late  1990s 
*  Includestesuco 

(1)  Where  available  Ecstasy  prevalence  in  brackets 
Source:  Global  Illicit  Drug  T rends  2000 
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SEIZURES  OF  ILLICIT  DRUGS 


GLOBAL  ILLICIT  SUPPLY  OF  OPIATES^  1994-1998 
Source:  UNDCP  Global  Illicit  Drug  Trends  2000 


1994 

1995 

1996 

1997 

1998 

Potential  opiate  production 

metric  tons 

562 

445 

436 

482 

435 

Opiates  seized 

metric  tons 

56 

69 

58 

73 

74 

as  a  %  of  production 

10% 

15% 

13% 

15% 

17% 

Opiates  available  for  consumption 

metric  tons 

506 

377 

378 

410 

360 

as  a  %  of  production 

90% 

85% 

87% 

85% 

83% 

(*)  Opiates=opium,  heroin  and  morphine  combined,  in  heroin  equivalent 


GLOBAL  ILLICIT  SUPPLY  OF  COCAINE  1994-1998 
Source:  UNDCP  Global  Illicit  Drug  Trends  2000 


1994 

1995 

1996 

1997 

1998 

Potential  cocaine  production 

metric  tons 

877 

869 

843 

844 

824 

Cocaine  seized 

metric  tons 

326 

295 

324 

332 

380 

as  a  %  of  production 

37% 

34% 

38% 

39% 

46% 

Cocaine  available  for  consumption 

metric  tons 

551 

574 

519 

512 

444 

as  a  %  of  production 

63% 

66% 

62% 

61% 

54% 

Remark:  While  1999  production  data  was  available  at  the  time  of  preparation  of  the  present  report,  statistics  on  seizures  for 
1999  were  not,  as  the  compilation/  reporting  process  by  national  law  enforcement  agencies  and  international  institutions 
takes  longer  than  for  production  data. 
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SEIZURES  OF  OPIUM  BY  SUBREGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

Near  and  M  iddle  East  / 
South-West  Asia 

132,036 

236,232 

157,140 

169,793 

159,508 

East  and  South-East  Asia 
Central  Asia  and 

5,898 

4,096 

4,541 

11,331 

8,628 

Transcaucasian  countries 

1,450 

2,071 

7,318 

10,015 

5,055 

South  Asia 

2,270 

1,349 

2,877 

3,316 

2,032 

Western  Europe 

271 

159 

349 

213 

492 

North  America 

166 

266 

259 

393 

210 

South  America 

709 

168 

103 

122 

111 

North  Africa 

50 

30 

16 

31 

26 

Eastern  Europe 

1,668 

1,284 

1,600 

255 

24 

Southern  Africa 

0.2 

2 

0.1 

7 

Oceania 

0.03 

0.3 

8 

2 

0.01 

Central  America 

6 

World  total 

144,517 

245,663 

174,213 

195,470 

176,094 

Source:  UNDCP  Global  Illicit  DrugTrends 2000,  UNDCP  DELTA 

SEIZURES  OF  OPIUM  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 

In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 

1994 

1995 

1996 

1997 

1998 

Iran  (Islamic  Republic  of) 

117,095 

126,554 

149,577 

162,414 

154,454 

Myanmar 

1,689 

1,061 

1,300 

7,884 

5,706 

Pakistan 

14,663 

109,420 

7,423 

7,300 

5,022 

India 

2,256 

1,349 

2,876 

3,316 

2,031 

Uzbekistan 

226 

835 

1,865 

2,364 

1,935 

Thailand 

606 

927 

381 

1,151 

1,631 

Turkmenistan 

650 

1,410 

1,412 

China 

1,778 

1,110 

1,745 

1,880 

1,215 

Tajikistan 

120 

3,405 

3,516 

1,190 

Kazakhstan 

435 

245 

500 

1,000 

297 

Germany 

36 

15 

45 

42 

286 

Kyrgyzstan 

727 

1,490 

1,639 

172 

Mexico 

149 

223 

196 

342 

149 

Turkey 

91 

122 

233 

93 

142 

Colombia 

128 

144 

103 

122 

100 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 
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SEIZURES  OF  HEROIN  AND  MORPHINE  COMBINED  BY  SUBREGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

Near  and  M  iddle  East 

/  South-West  Asia 

20,534 

24,752 

17,889 

27,444 

28,912 

Western  Europe 

8,662 

9,865 

11,386 

9,408 

12,181 

East  and  South-East  Asia 

6,529 

3,826 

6,397 

8,309 

9,249 

Eastern  Europe 

2,303 

1,217 

869 

999 

2,235 

North  America 

1,692 

1,650 

1,813 

1,754 

1,725 

Central  Asia  and 

Transcaucasian  countries 

15 

19 

55 

2,126 

1,019 

South  Asia 

1,114 

1,733 

1,328 

1,526 

741 

South  America 

211 

553 

312 

325 

409 

Oceania 

249 

50 

49 

369 

311 

Central  America 

29 

40 

25 

56 

41 

North  Africa 

91 

60 

54 

52 

32 

West  and  Central  Africa 

182 

62 

73 

458 

30 

East  Africa 

45 

39 

54 

56 

29 

Southern  Africa 

32 

160 

2 

3 

10 

Caribbean 

12 

8 

15 

16 

7 

World  total 

41,699 

44,035 

40,319 

52,900 

56,930 

Source:  UNDCP  Global  Illicit  Drug  Trends  2000,  U  NDCP  DELTA 

SEIZURES  OF  HEROIN  AND  MORPHINE  COMBINED  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 

In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 

1994 

1995 

1996 

1997 

1998 

Iran  (  Islamic  Republic  of) 

13,767 

13,121 

11,235 

20,936 

25,186 

China 

4,086 

2,488 

4,525 

5,835 

7,504 

Turkey 

2,474 

4,396 

5,579 

4,173 

5,406 

Pakistan 

6,444 

10,760 

5,872 

6,156 

3,364 

Netherlands 

246 

351 

361 

190 

2,072 

United  States 

1,333 

1,337 

1,366 

1,542 

1,581 

United  Kingdom 

776 

1,397 

1,072 

2,235 

1,386 

Italy 

1,152 

940 

1,251 

470 

706 

Germany 

1,590 

933 

898 

722 

686 

India 

1,062 

1,685 

1,261 

1,460 

674 

H  ungary 

812 

574 

319 

207 

635 

Thailand 

1,295 

518 

598 

323 

508 

Myanmar 

233 

73 

505 

1,447 

499 

Turkmenistan 

12 

1,948 

495 

Spain 

824 

546 

537 

479 

444 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 
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SEIZURES  OF  COCAINE  BY  REGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

South  America 

114,167 

113,658 

100,339 

97,417 

154,563 

North  America 

160,017 

137,148 

155,684 

139,042 

140,160 

Western  Europe 

29,413 

20,979 

31,194 

38,807 

34,928 

Central  America 

10,898 

12,121 

18,934 

36,036 

34,449 

Caribbean 

7,702 

9,330 

16,455 

11,511 

13,758 

Eastern  Europe 

596 

553 

885 

1,437 

1,152 

Southern  Africa 

74 

202 

192 

731 

681 

East  and  South-East  Asia 

Near  and  M  iddle  East 

55 

53 

54 

75 

201 

/  South-West  Asia 

146 

36 

295 

51 

115 

Oceania 

632 

348 

2 

82 

103 

West  and  Central  Africa 

108 

43 

97 

396 

43 

North  Africa 

Central  Asia  and  Transcaucasian 

4 

7 

92 

6,057 

32 

countries 

0.01 

21 

East  Africa 

0.1 

0.4 

11 

1 

1 

South  Asia 

2 

40 

3 

48 

1 

World  total 

323,814 

294,519 

324,236 

331,689 

380,209 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 


SEIZURES  OF  COCAINE  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 


1994 

1995 

1996 

1997 

1998 

United  States 

129,543 

110,842 

128,725 

102,000 

117,000 

Colombia 

69,592 

59,030 

45,779 

42,044 

107,480 

Mexico 

22,117 

22,708 

23,835 

34,952 

22,597 

Panama 

5,177 

7,169 

8,618 

15,177 

11,828 

Spain 

4,016 

6,897 

13,743 

18,419 

11,688 

Netherlands 

8,200 

4,896 

8,067 

6,744 

11,452 

Bolivia 

10,021 

8,497 

8,305 

13,689 

10,102 

Peru 

10,634 

22,661 

19,695 

8,796 

9,937 

Guatemala 

1,900 

956 

3,951 

5,098 

9,217 

Venezuela 

6,035 

6,650 

5,906 

16,741 

8,159 

Costa  Rica 

1,411 

1,170 

1,873 

7,857 

7,387 

Brazil 

12,028 

5,815 

4,071 

4,309 

6,560 

Nicaragua 

1,338 

1,507 

398 

2,790 

4,750 

Ecuador 

1,790 

4,284 

9,534 

3,697 

3,854 

Bahamas 

492 

392 

115 

2,579 

3,343 

Source:  UNDCP  Global  Illicit  DrugTrends 2000,  UNDCP  DELTA 
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SEIZURES  OF  CANNABIS  HERB  BY  REGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

Western  Europe 

Near  and  M  iddle  East/ 

1,100,536 

1,557,381 

1,831,090 

1,773,839 

1,888,444 

South-West  Asia 

283,018 

290,523 

239,513 

222,315 

241,230 

North  Africa 

Central  Asia  and 

254,306 

359,727 

318,348 

288,594 

235,209 

Transcaucasian  countries 

273,301 

362,339 

243,563 

199,189 

169,463 

North  America 

29,870 

311,406 

65,433 

36,793 

92,974 

South  Asia 

194,971 

135,392 

85,718 

146,246 

78,081 

Eastern  Europe 

34,241 

37,287 

46,333 

38,160 

68,300 

Caribbean 

22,057 

25,996 

43,982 

27,060 

62,031 

East  and  South-East  Asia 

2,986 

2,473 

37,061 

15,880 

19,397 

East  Africa 

914 

2,110 

2,498 

4,818 

16,386 

Southern  Africa 

29,377 

31,606 

37,385 

93,019 

14,660 

South  America 

23,768 

9,226 

6,116 

19,192 

13,416 

Oceania 

13,153 

9,434 

11,828 

112,870 

12,860 

West  and  Central  Africa 

60,177 

61,267 

66,191 

57,698 

12,340 

Central  America 

7,543 

1,099 

8,704 

13,288 

2,166 

World  total 

2,330,217 

3,197,265 

3,043,762 

3,048,962 

2,926,956 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 

SEIZURES  OF  CANNABIS  HERB  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 

In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 

1994 

1995 

1996 

1997 

1998 

Mexico 

529,933 

780,170 

1,015,756 

1,038,470 

1,062,143 

United  States 

474,972 

627,946 

638,661 

684,745 

799,001 

South  Africa 

268,652 

238,813 

203,354 

171,929 

197,116 

Paraguay 

12,756 

97,566 

43,325 

17,218 

80,078 

Colombia 

207,712 

238,943 

178,132 

70,025 

Senegal 

1,392 

84,392 

24,803 

13,627 

69,652 

India 

187,896 

121,873 

62,992 

80,866 

68,221 

Netherlands 

190,477 

275,035 

82,232 

31,513 

55,463 

Italy 

803 

473 

5,722 

45,011 

38,786 

Morocco 

34,200 

35,808 

38,521 

27,956 

37,161 

Egypt 

6,609 

10,186 

31,078 

Brazil 

18,837 

11,731 

22,431 

31,828 

28,982 

Canada 

95,631 

149,265 

176,673 

50,624 

27,300 

Russian  Federation 

19,936 

20,142 

18,968 

22,976 

23,511 

United  Kingdom 

11,579 

13,872 

34,189 

31,120 

21,658 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 
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SEIZURES  OF  CANNABIS  RESIN  BY  REGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

Western  Europe 

Near  and  M  iddle  East/ 

506,857 

456,072 

445,371 

548,779 

733,816 

South-West  Asia 

244,303 

381,362 

213,966 

120,467 

83,595 

North  Africa 

Central  Asia  and 

100,259 

113,363 

66,036 

72,530 

58,644 

Transcaucasian  countries 

1,252 

2,044 

1,654 

4,416 

22,571 

North  America 

37,195 

68,483 

62,869 

7,366 

15,926 

South  Asia 

514 

5,764 

19,472 

3,299 

12,692 

Eastern  Europe 

1,546 

10,565 

15,375 

3,401 

9,161 

Caribbean 

30 

995 

242 

2,018 

2,852 

East  and  South-East  Asia 

7,237 

1,122 

179 

192 

617 

East  Africa 

5,711 

19,640 

7 

68 

Southern  Africa 

27 

3,245 

17 

12,046 

44 

South  America 

76 

19 

29 

21 

6 

Oceania 

6,522 

18 

9 

539 

4 

West  and  Central  Africa 

2 

0 

987 

4,651 

0 

World  total 

905,820 

1,048,764 

845,846 

779,734 

939,996 

Source:  UNDCP  Global  Illicit  DrugTrends 2000,  UNDCP  DELTA 

SEIZURES  OF  CANNABIS  RESIN  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 

In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 

1994 

1995 

1996 

1997 

1998 

Spain 

219,176 

197,024 

247,745 

315,328 

428,236 

United  Kingdom 

51,430 

44,607 

66,937 

118,849 

85,818 

Netherlands 

43,299 

79,985 

11,378 

70,696 

Pakistan 

189,252 

357,691 

192,837 

107,000 

65,909 

Portugal 

40,393 

6,334 

5,324 

9,621 

55,748 

Morocco 

97,048 

110,245 

64,769 

71,887 

55,520 

France 

55,890 

39,203 

35,576 

51,664 

52,176 

Turkmenistan 

1,000 

22,249 

Canada 

36,369 

40,369 

24,655 

6,178 

15,925 

Italy 

18,128 

14,922 

5,940 

14,741 

15,412 

Iran  (Islamic  Republic  of) 

7,618 

15,854 

13,063 

11,096 

14,376 

India 

3,629 

6,520 

3,281 

10,106 

Turkey 

31,218 

17,360 

12,294 

10,439 

9,434 

U  kraine 

208 

51 

21 

10 

6,150 

Germany 

4,033 

3,809 

3,247 

7,328 

6,110 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 
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SEIZURES  OF  STIMULANTS  BY  REGION,  IN  KILOGRAMS,  1994-1998 
In  descending  order  from  largest  seizures,  1998 


1994 

1995 

1996 

1997 

1998 

East  and  South-East  Asia 

1,493 

2,428 

3,640 

4,507 

5,488 

Western  Europe 

2,132 

1,622 

3,245 

4,466 

4,805 

North  America 

2,184 

1,494 

1,642 

1,592 

2,197 

Oceania 

629 

619 

340 

203 

184 

Eastern  Europe 

69 

26 

71 

240 

155 

Near  and  M  iddle  East / 

South-West  Asia 

94 

67 

85 

162 

36 

North  Africa 

65 

41 

5 

1 

16 

Southern  Africa 

0 

282 

0 

0 

16 

South  America 

1 

0.4 

0.2 

1 

0.1 

West  and  Central  Africa 

105 

70 

13 

312 

0.1 

Caribbean 

0.3 

0.2 

0.04 

Central  Asia  and 

Transcaucasian  countries 

7 

0.5 

East  Africa 

1 

World  total 

6,774 

6,649 

9,049 

11,484 

12,897 

Source:  UNDCP  Global  Illicit  DrugTrends 2000,  UNDCP  DELTA 

SEIZURES  OF  STIMULANTS  BY  COUNTRY,  IN  KILOGRAMS,  1994-1998 

In  descending  order  from  largest  seizures,  1998,  for  first  15  countries 

1994 

1995 

1996 

1997 

1998 

Thailand 

812 

561 

442 

2,136 

2,828 

United  States 

1,918 

998 

1,469 

1,551 

2,044 

United  Kingdom 

1,305 

819 

2,625 

3,296 

1,803 

China 

123 

1,303 

1,599 

1,334 

1,608 

Netherlands 

318 

46 

1,452 

Japan 

315 

89 

652 

176 

550 

Belgium 

28 

77 

26 

77 

448 

Germany 

120 

138 

160 

234 

310 

China  (Hong  Kong  SAR) 

123 

15 

47 

74 

233 

Norway 

13 

53 

30 

93 

208 

Australia 

629 

619 

340 

203 

182 

Spain 

32 

35 

53 

120 

177 

France 

80 

106 

131 

196 

177 

Myanmar 

59 

50 

160 

Sweden 

210 

277 

164 

188 

135 

Source:  UNDCP  Global  Illicit  Drug  Trends 2000,  UNDCP  DELTA 

Remark:  The  seizures  reported  to  UNDCP  by  Governments  under  the  category  of  "Stimulants"  include  mainly 
amphetamine  and  methamphetamine.  Although  some  governments  also  include  Ecstasy-type  substances  in  stimulants, 
others,  in  accordance  with  the  current  reporting  system,  include  them  under  the  category  of  hallucinogens  (along  with 
substances  such  as  LSD,  PCP,  DO  B,  mescaline  and  DMT).  Asa  result,  it  is  difficult  to  produce  reliable  statistics  on  ecstasy- 
type  substances,  a  problem  which  UNDCP  is  presently  trying  to  correct. 
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The  illicit  drug  trade  touches  millions  of  lives  in  both  developed  and 
developing  countries.  Its  most  negative  impact  is  concentrated  amongst 
the  vulnerable  and  marginalized  of  our  societies.  The  UN  estimates  that 
some  180  million  people  worldwide  -  4.2%  of  people  aged  15  years  and 
above  -  were  consuming  drugs  in  the  late  1990s;  this  figure  includes 
144  million  consuming  cannabis,  29  million  people  consuming 
amphetamine-type  stimulants,  14  million  people  taking  cocaine  and 
13  million  people  abusing  opiates,  9  million  of  whom  were  addicted 
to  heroin. 
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Economic  reliance  on  the  drug  trade,  and  drug  addiction,  leaves  many 
individuals  open  to  exploitation  by  criminals  and  criminal  organisations; 
threatening  the  health  of  men,  women  and  children,  the  rule  of  law,  and 
ultimately,  the  vitality  and  strength  of  all  our  communities.  However,  for 
the  first  time  in  recent  history,  global  production  of  drugs  such  as  heroin 
and  cocaine  is  no  longer  growing,  but  shows  signs  of  stabilization  and 
even  decline.  Global  coca  leaf  and  cocaine  manufacture  continued  to  fall 
in  1999  by  7%  and  was  20%  lower  than  in  1992/93.  Illicit  opium 
production,  the  raw  material  for  the  manufacture  of  morphine  and 
heroin,  declined  in  2000  by  at  least  17%  and  was  some  15%  lower  than 
in  1994.  Production  of  opium  poppy  and  coca  leaf  is  concentrated  in  an 
ever  smaller  number  of  countries.  This  makes  concerted  efforts,  assisted 
by  alternative  development,  an  increasingly  viable  option  to  achieve  the 
targets  set  out  in  the  1998  Special  Session  of  the  General  Assembly 
which  aim  at  a  substantial  reduction  if  not  elimination  of  such 
production  by  the  year  2008.  Progress  is  also  being  reported  from  the 
demand  side,  where  there  are  signs  of  stabilization  or  even  decline  in 
some  of  the  main  markets. 


With  this  Report,  the  United  Nations  Office  for  Drug  Control  and  Crime 
Prevention  describes  and  explains  the  extent  and  development  of  this 
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